


| | 
| 
| 




















ANNUAL MEETING — MYRTLE BEACH MAY 17, 18, 19 ;ue univers! 
+.) 


F mic 


Medical Association 


VOLUME LVI JANUARY, 1960 NUMBER 1 








CONTENTS 
LE aT J.J. Cleckley, G. H. Orvin, & W. C. Miller 
ETE ee ae aE ea ES C. McC. Smythe & Forde McIver 
Triamcinolone Acetonide Injections___--_____.......------------ W. D. Hastings & C. B. Hanna 
Richland County Venereal Disease Clinic______.____--__-------------------- J. R. Allison, Jr. 
Greenville County Medical Society—G6__.................--.-------------.---.-- J. D. Guess 





MEDICAL COLLEGE CLINICS 


a ee ee ee ee eR Oe ee eT Dale Groom 





MINUTES OF COUNCIL 





LOSON Rr 
NOW aye eat 


 ILOSONE® 125 SUSPENSION 


(propiony! erythromycin ester lauryl sulfate, Lilly) 
¢ deliciously flavored 
¢ decisively effective 
« exceptionally safe 


Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate 
equivalent to 125 mg. erythromycin base activity. Supplied 
in bottles of 60 cc. 


e EL! LILLY AND COMPANY e¢ INDIANAPOLIS 6, INDIANA, U.S. A. 
932661 





The Journal of The ‘ws = 
SOUTH CAROLINA™ 




































NOW many more 
hypertensive patients 
may have THE FULL 
BENEFITS OF 
CORTICOSTEROID 
THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patients? as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
. .. and there were no new or ‘“‘peculiar’’ 


side effects. Moreover, DECADRON helped 
restore a ‘‘natural’’ sense of well-being. 


DEXAMETHASONE tAnalysis of clinical reports. 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
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REPORT ON FIVE THOUSAND CONSECUTIVE ELECTRO-SHOCK 
TREATMENTS WITHOUT COMPLICATIONS 


J. J. CLECKLEY, M. D., G. H. ORVIN, M. D. AND W. C. MILLER, M. D.* 
CHARLESTON, S. C. 


7 hen electric shock treatment is modified 
/ through the use of Sodium Pentothal, 
(thiopental sodium) and _ succinyl- 
choline chloride, complications for practical 
purposes can be practically eliminated. The 
method also reduces the number of contra- 
indications to treatment to a minimum. The 
following is a report of our experience with 
the administration of 5,000 consecutive elec- 
tro-shock treatments to 612 patients over a 
four year period. Actually close to 10,000 con- 
secutive treatments have been given, but only 
the first 5,000 are being reported upon at this 
time. In the reported series, there were no 
complications related to the treatment itself. 
Electric shock as a method of treatment of 
certain emotional and mental disorders has 
gained widespread acceptance following the 
method of Cerletti and Bini. Its most effective 
application is in the affective disorders where 
there is a ccnsistent and pathological variation 
of mood whether it be in the area of mania, 
depression, or excitement. It is also effective, 
as a rule, in early acute schizophrenic disease 
as well as obsessive cempulsive reactions 
when the patient has decompensated with the 
development of severe depression and agita- 
tion. A recovery rate varying from 95 to 98°% 
has been consistently reported in involutional 
depressive reactions. The original treatment 
technique consisted in the administration. 
through electrodes placed on each temporal! 
region, of a measured amount of current for 
a measured period of time. The voltage and 


°From the Department of Psychiatry, Medical College 
of South Carolina. 


amperage usually used averaged around 120 
volts at 300 milliamperes. The time factor is 
usually three-tenths of a second. When the 
treatment was given successfully it always re- 
sulted in a rather severe generalized convul- 
sion of the grand mal type. The treatment is 
still 2n empirical one as no satisfactory ex- 
planation has been given as to its mode of 
action. It is known that in order to be thera- 
peutically effective a grand mal convulsion 
must ensue. Unmodified electric treatment is 
just as therapeutically effective as modified 
treatment; however, there were certain dis- 
advantages associated with unmodified treat- 
ment which are not present in electro-shock 
modified by pentothal and succinyl choline. In 
the unmodified type the electrode and the 
mouth gag are applied with the patient in a 
conscious state and also there was some form 
of physical restraint in anticipation of the 
severe seizure. These factors contributed to 
apprehension on the part of the patient and 
acute dislike of the procedure. Complications 
of the treatment were unfortunately relatively 
common, in particular, fractures, due to the 
severity of the muscular contractions. In a 
given series of patients it could be roughly 
anticipated that three to four per cent of the 
patients receiving treatments would sustain 
fractures at some time during the course of 
treatment. The most common site of fracture 
was the dorsal spine with compression fracture 
of the body of the vertebra. Also, there have 
been reported fractures of the cervical and 
lumbar vertebrae, the 


humerus, femur. 


scapula, and penetration of the acetabulum by 








the head of the femur. Dislocations particu- 
larly of the shoulder and jaw were also fairly 
complications. 
modified electro-shock treatment is fortunately 


common Death from un- 
rare, only 254 deaths having been reported 
since the advent of this type of treatment. Most 
of these deaths have been attributed to cardio- 
vascular complications such as cardiac arrest, 
cardiac rupture, coronary thrombosis and 
Because of the 
severity of the muscle contractions and the 


cardiorespiratory — failure. 


strain on the cardiovascular system, treatment 
was contraindicated in a number of patients 
who otherwise might have benefitted from its 
use. The contraindications included serious 
cardiovascular disease, especially myocardial 
disease, aneurysms, coronary insufficiency, re- 
cent and old coronary occlusions, unhealed 
fractures, osteoporosis, severe arthritis and 
acute infections. 

Various efforts have been made to modify 
treatment so that complications could be 
avoided at the same time maintaining thera- 
peutic effectiveness. A slow current rise up to 
the maximum pezk, the so-called Glissando 
technique, which eliminated the severe initial 
jolt, helped to a limited extent but was not 
successful in avoiding most of the complica- 
tions. Modification of the current itself, the 
so-called unidirectional or brief stimulus treat- 
ment avoided complications but proved to be 
not as effective therapeutically. Drugs of the 
curare family were generally unsatisfactory 
because of their prolonged actions, also some 
of the deaths reported, attributed to electric 
shock therapy, were probably caused by 
curare. Finally, approximately five years ago 
succinylcholine chloride was developed which 
seemed to fill the need for a short-acting safe 
muscle paralyzing agent. This drug acts by 
first overstimulating and then paralyzing the 
motor end plate, producing either complete or 
partial muscular paralysis, depending upon the 
dosage used. In younger and middle age per- 
sons maximum paralysis is usually induced in 
one minute or Jess, and return of muscle tone, 
adequate for voluntary respiration, usually 
occurs in three minutes or less. In older per- 
sons with slower circulation times, a somewhat 
longer period of time is required for complete 
paralysis and for recovery, but rarely does 


this exceed five minutes. Since becoming para- 
lyzed in a conscious state would be a horrify- 
ing experience for the patient, it is necessary 
to use a short duration anesthetic prior to the 
administration of the succinylcholine. 

For the past four and one-half years all 
electric shock treatments given on the Psy- 
chiatric Services of the Medical College and 
Roper Hospitals have been modified with 
Pentothal Sodium and _ succinylcholine. The 
technique is described as follows: 

Technique 

After the patient has been evaluated and the 
desirability of electric shock treatment estab- 
lished, a treatment program is set up usually 
consisting of three treatments per week, this 
appearing to be the optimum frequency in the 
majority of cases. On the evening before treat- 
ment, Sodium Amytal (isoamylmethyl bar- 
bituric acid) is given by mouth and nothing 
is allowed by mouth after midnight. The next 
morning atropine sulfate, 1/75 grain, is given 
hypodermically about one hour before treat- 
ment. At the time of the treatment the equip- 
ment is placed in the patient’s room, the pa- 
tient being treated in his or her own bed. 
Personnel required are the physician, who ad- 
ministers the shock treatment; the anes- 
thesiologist, who administers the anesthetic, 
maintains a free airway, and administers 
oxygen under positive pressure during the 
period of apnea; and a nurse who places the 
electrodes and inserts the mouthpiece just 
prior to the administration of treatment. The 
patient lies in supine position with the head 
supported by a pillow and no restraints used. 
A 21% percent solution of Pentothal Sodium is 
administered rapidly intravenously to the point 
of unconsciousness. The dosage required 
averages between 150 and 250 milligrams. This 
is immediately followed by the rzpid injection, 
through the same needle, of 40 to 60 milligrams 
of succinylcholine, the dosage varying some- 
what with the size and muscular volume of 
the patient. Almost immediately fine muscular 
fasciculations begin in the face, the arms, and 
are then followed by fasciculations of the 
lower extremities. This is due to initial over- 
stimulation of the motor end plate. When 
these cease paralysis is usually complete and 
the muscles are toneless. Oxygen is ad- 


2 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


- 

4 
a 
g 
4 
3 
4 











Tb et aime, 


she See 








ministered under positive pressure during the 
stage of paralysis. When paralysis is complete, 
a soft rubber mouth gag is introduced and the 
electrical stimulus, 120 volts at 300 milliamps 
for 3/10 of a second is administered. Con- 
comitantly with the administration of the 
stimulus, there is a slight contraction of the 
jaw muscles and plantar flexion of the toes, 
this representing the tonic phase of the seizure; 
this is followed by a fine rhythmic twitching 
of the eyebrows and the toes. This generally 
ceases in approximately 35 seconds, marking 
the termination of the grand mal seizure. After 
the patient resumes normal respiration, he is 
left in the care of an attendant until conscious- 
ness is regained. This, usually requires ten to 
fifteen minutes and then the patient is given 
breakfast. About half of the patients complain 
of headache following recovery, which is 
usually relieved by asp‘rin. There is also men- 
tal confusion for about one hour. 


This method of treatment has obvious ad- 
vantages. Among them are: 


1. The patient knows nothing of the pro- 
cedure except being given Sod’um Pentothal 
and therefore is spared considerable ap- 
prehension. 


2. He remains well oxygenated through- 
out, thus avoiding hypoxia. 


3. Blood pressure levels remain relatively 
stable throughout the treatment and there 
is practically no strain thrown upon the 
cardiovascular system. 


4. Muscle contractions are held to an ab- 
solute minimum. There is virtually no pos- 
sibility of muscle-skeletal injury. 

5. Lastly, the patients awaken quietly and 
do not exhibit the troublesome post-shock 
excitement frequently seen in the un- 
modified type. 

The safety and therapeutic effectiveness of 
this method has been well borne out in our 
experience. In the past four and one-half years 
in a series of over 5,000 consecutive treatments 
there has not been a single medical complica- 
tion. Because of the safety factor a number of 
patients were treated who probably could not 
have withsteod unmodified treatment without 
serious complications. The ages of the patients 
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varied between 15 and 83, with 25% of the 
patients being above 60 years of age and 45% 
between the ages of 40 and 59. A number of 
cases of hypertensive and _arteriosclerotic 
vascular disease with electrocardiographic 
evidence of myocardial damage were treated 
without incident. We did not, however, at- 
tempt treatment in any case with a coronary 
occlusion under two months of age or patients 
in congestive failure. Among some of the 
medical and_ surgical complications en- 
countered and treated successfully were recent 
fractures, severe pulmonary emphysema, glau- 
coma, and detached retina. One case in par- 
ticular, worthy of mention, is that of a 65 year 
old female in a severe retarded depression. 
Examination revealed that she had hyperten- 
sive cardiovascular disease, diabetes mellitus, 
anterior and posterior myocardial infarctions, 
one occurring six months and the other five 
months prior to her admission and an ab- 
dominal aortic aneurysm approximately the 
size of a grapefruit. The surgical consultant 
refused to consider repair of the aneurysm be- 
cause of the severity of the depression. A 
course of 12 treatments were given without 
incident and with complete recovery from the 
depression. This patient died at home some 
two years later presumably of another cor- 
onary occlusion or rupture of the abdominal 
aneurysm. 


Summary 


Report is made of over 5,000 consecutive 
treatments given to 612 patients over 41/4 years 
utilizing the Pentothal-succinylcholine tech- 
nique. There were no complications in this 
series of treatments. A variety of psychiatric 
conditions were treated and the cases were 
largely unselected so far as medical status was 
concerned. A number of cases presented medi- 
cal diseases which would ordinarily have con- 
traindicated treatment with the older tech- 
niques. All of these cases were treated with- 
out incident. The only contraindications which 
were observed were coronary occlusion with- 
in the two months preceeding treatment and 
congestive heart failure. Treatments with this 
technique were more acceptable to the patient 
and were given with a minimum of discomfort 
and apprehension. 




























KIDNEY BIOPSY '? 
SUMMARY OF EXPERIENCE AT THE MEDICAL COLLEGE HOSPITAL 


CHEVES McC. SMYTHE? AND FORDE A. McIVER4 
CHARLESTON, S. C. 


Nince its introduction twenty years ago, 
S thousands of aspiration biopsies of the 
liver have been done, and the place of 
this procedure in the diagnosis, treatment, and 
study of hepatic disease is widely understood. 
In 1951 Iverson and Brun described a tech- 
nique for percutaneous needle (aspiration ) 
biopsy of the kidney and the results of six 
such biopsies.1. Only seven years later in 
another paper reviewing 500 kidney biopsies 
done at the Commune Hospital, Copenhagen,? 
Brun mentions the results of at least 1800 
renal biopsies which had already been pub- 
lished. Another review of 500 biopsies by 
Kark? and his group has subsequently been 
published. In another paper considering the 
applications of renal biopsy, Brun* mentions 
over 100 papers in his bibliography. This pro- 
cedure has evoked such widespread interest 
that probably at least as many biopsies have 
been unreported as reported. 

The first percutaneous aspiration biopsy of 
the kidney done at the Medical College Hos- 
pital was in early 1957. This procedure has 
been carried out with increasing frequency 
since then, and this paper is a review of the 
first 51 such biopsies. Many of these patients 
were studied and biopsies were performed 
either by Dr. Arthur V. Williams or Dr. Ken- 
neth M. Lynch, Jr. Without their kindness, 
much of this data would never have been col- 
lected. 

Biopsy Technique: This procedure is explained in 
detail to the patient who must give his consent. 
Bleeding, clotting, and prothrombin times are ob- 
tained to rule out a bleeding dyscrasia. Intravenous 
or retrograde pyelograms or a plain film of the ab- 
domen with which to localize the kidney accurately 


1 


are a necessary predicate to bicpsy. One wishes to 


obtain a specimen from the cortex of the lateral por- 
tion of the lower pole of the kidney. The distance to 


1. From the Departments of Medicine and Pathology, 
Medical College of South Carolina. 

. Supported in part by grants from the Saul Alex- 
ander Foundation and Hoffman LaRoche. 

3. Assistant Professor of and Markle Scholar in 
Medicine. 

4. Assistant Professor of Pathology. 


to 


this point is measured on the radiographs from the 
lower edge of the 12th rib in the posterior mid- 
clavicular line and from the spinous process of the 
second lumbar vertebra. The patient is prepared by 
withholding food for at least 6 hours, by giving small 
doses of meperidine and a barbiturate, and by being 
placed in the prone position on a hard surfaced ex- 
amining table. A sand bag is placed under the mid- 
epigastrium to force the kidney against the posterior 
renal fascia and to hold it in position. After the 
spinous processes and the 12th rib are located by 
palpation, a spot on the skin coinciding with the 
measurements taken from the radiograph is selected. 
After suitable surgical preparation, the skin, sub- 
cutaneous tissue, and back muscles are infiltrated 
with a local anesthetic. A lumbar puncture needle is 
used as an “exploring needle” with which to find the 
kidney. This organ can be readily identified by the 
very characteristic rocking motion imparted to the 
hub of the needle by the movement of the kidney 
induced by respiration. Also, the kidney has a firm 
surface and is somewhat more sensitive than other 
structures. The exploring needle is then withdrawn 
and the biopsy needle (Franklin modification of the 
Vim-Silverman needle) is inserted to the surface of 
the kidney. The patient is asked to hold his breath in 
mid-inspiration, and the biopsy, in which tissue is 
taken from the cortex, is completed in a few seconds. 
The right kidney is usually selected for biopsy, but 
the left is approached with almost equal ease. 

It is explained to the patient that some blood in 
the urine and flank discomfort may be expected after 
the procedure. Less than 30% of our patients have 
reported any pain or bleeding. In only one instance 
has there been gross hematuria. In no instance has 
the flank pain been severe enough to require more 
than one dose of additional analgesic. After com- 
pletion of the procedure, all patients are asked if 
they would be willing to undergo it a second time it 
indicated, and the answer has been universally 
affirmative. Most report that the biopsy is much 
less uncomfortable than tooth extraction. Although 
more difficult, technically, patients seem to mind 
kidney biopsy less than liver biopsy and certainly 
have much less post-biopsy pain. After the biopsy, 
the patients are asked to remain at bed rest for 24 
hours. Blood pressure and pulse are regularly checked 
for the first 4 hours after biopsy. 

Pathologic Technique: The biopsy specimen, which 
is ideally about 15 mm. in length, is placed on a 
small piece of absorbent paper to hold it flat and 
dropped immediately into the fixative of choice. In 
this laboratory sections were originally cut at 6 
micra, but more recently at 3 micra. For the study 
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of basement membranes with the pericdic acid-Schi't 
(PAS) stain, thinner uniform sections are essentia! 
and 3 to 4 micra is probably a reasonable thickness 
for all of the usual stains, including PAS. Special 
stains for amyloid and connective tissue occasionally 
cffer some refinement of interpretation. Fat stains 
would be desirable, but cannot be done on paraffin 
embedded material. A second biopsy for fat stains is 
probably seldom justified. 


RESULTS: Biopsies have been attempted in 
72 patients. In 51 cases enough tissue has been 
obtained to make a diagnosis, and in 7 others 
recognizable renal tissue insufficient for diag- 
nosis has been obtained. There have been 13 
failures to obtain any tissue. Four of these 
can be attributed to lack of experience, six to 
centracted kidney or obesity, one to an un- 
expected burst of bleeding from the needle, 
and two failures are unexplained. The first 10 
adequate biopsies required 16 attempts (62% 
successful) and the last 41 biopsies, 56 at- 
tempts (73% successful). No major complica- 
tions have ensued. 

Table I lists the findings in 51 successful 
biopsies. A few comments will be made about 
each group of cases, which are listed accord- 
ing to pre-biopsy diagnosis. Figure 1 is an 
illustration of a normal glomerulus. 

Pyelonephritis: These 20 biopsies were done 
as part of a long term study on the effects of 
long continued chemotherapy on the course 
of pyelonephritis. Patients with all degrees of 
severity of renal diseases are included in this 
group. Since pyelonephritis is a focal lesion, it 
is not surprising that 6 of 20 were found to 
have histologically normal kidneys. Four 
others had varying degrees of nephrosclerosis 
without evidence of pyelonephritis. Seven had 
pyelonephritis present in varying degrees of 
severity and two of these had nephroscleresi: 
in addition. Perhaps most interesting were the 
three patients with clinical diagnosis of 
pyelonephritis in whom evidence of  glo- 
merulonephritis was found. One of these pa- 
tients has flagrant active, chronic genito- 
urinary infection and has responded well to 
active anti-bacterial treatment. The other two 
patients had the diagnosis of glomerulo- 
nephritis made by biopsy. Since renal diseases 
can exist in combination and pyelonephritis 
may be present histologically in the absence 
of a positive urine culture (three patients in 
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the total group) biopsy has real diagnostic 
merit even in this most focal of renal diseases. 
Figures 2 and 3 are examples of pyelonephritis 
in the absence of a positive urinary culture, 
and figure 4 is typical of combined pyelo- 
nephritis and nephrosclerosis. 

Nephrosis: The clinical diagnosis of nephrosis 
may be the expression of a wide variety of 
renal lesions. Of the seven patients clinically 
nephrotic, two had proliferative glcmerulo- 
nephritis (Figs. 6 and 7), one had mem- 
branous glomerulonephritis (Fig. 5), and 
three had a mixed lesion, and one had glo- 
merulosclerosis. Biopsy is most useful in this 
group of cases, not only for a more exact diag- 
nosis but also as a prognostic aid. 

F. M. a 47 year old Negro farm worker was ad- 

mitted to the Medical College Hospital with ana- 
sarca. He had previously been treated with steroids 
at McLeod Infirmary by Dr. N. B. Baroody for the 
same condition. Besides anasarca, physical examina- 
tion was essentially negative. Blood pressure was 
140/100 mm Hg. The urinary specific gravity was 
1.015, blood urea nitrogen 34 mg. per 100 ml. 
and endogenous creatinine and urea clearances were 
30% of normal. Biopsy (18 glomeruli) revealed a 
kidney with proliferative glomerulonephritis in which 
the changes were relatively minor (Figure 6). The 
glomeruli were hypercellular, the basement mem- 
branes thickened, but none was hyalinized and only 
one crescent was found. Even though this man was 
azotemic at the time of biopsy, this biopsy suggests 
a better prognosis than one might expect from his 
clinical picture. It gives the physician a better in- 
dication for steroid therapy and suggests better 
chances for success. 
Glomerulonephritis: Under the diagnosis of 
glomerulonephritis are included many entities 
—e.g. clinically are listed acute, subacute, 
chronic, and healed glomerulonephritis as well 
as nephrotic nephritis. Pathological diagnoses 
include membranous, proliferative, and exuda- 
tive glomerulonephritis of varying degrees of 
chronicity. Certainly there are many etiologies 
for the changes in glomeruli called glomerulo- 
nephritis. 

Of the 10 patients diagnosed as having glo- 
merulonephritis (Table I), 2 were classified 
as having normal kidneys histologically, 7 as 
having some form of glomerulonephritis, and 
1 as having myoglobinuric nephrosis, a new 
entity in our experience. Some points are 
illustrated by the following two brief case re- 
ports. 
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Fig. 1. X about 400. A normal glomerulus from a man 
with hematuria of unknown cause. Note the lacy 
character of the capillary walls and the presence of 
red cells in the capillary loops. The basement mem- 
brane of the capillaries is a fine line. The capillary 
tufts are separate and are relatively widely separated 
from the Bowman’s capsule. The glomerulus is less 
cellular than in the cases with glomerulonephritis. 


Fig. 2. X 100. Chronic pyelonephritis: This woman 
has had long standing disease and is hypertensive 
with limited renal function. Note the periglomerular 
fibrosis, the inflammatory response in the interstitial 
tissues and the thickened arteriole. An unusual feature 
is the appearance of the amyloid-like material in- 
filtrating the glomeruli. This woman is not diabetic. 
Urine cultures are sterile. 

Fig. 3. X 100. This 17 year old boy is a known dia- 


hetic with azotemia. Glomerulosclerosis was the pre- 
biopsy diagnosis, but this far advanced pyelonephritis 


G.H. a 30 year old white male was admitted with 
mild hypertension (blood pressure 160/110 mm. Hg. 
and_ persistent proteinuria. His history was of re- 
current febrile attacks suggestive of pyelonephritis. 
Renal function was good. There were no red cell 
casts in the urine. On biopsy (8 glomeruli) changes 


was found. Note the hyalinized glomeruli, inflam- 
matory cells, and fibrosis. Urine cultures were sterile. 
This and Fig. 2. are possible examples of bacterial 
interstitial nephritis. 


Fig, 4. X 100. Classic chronic pyelonephritis with 
superimposed nephrosclerosis. This woman also has 
severe hypertension and limitation of renal function. 
Note the thickened arterioles and hyalinized glomerul 
in addition to the interstitial fibrosis. 


Fig. 5. X about 400. Membranous glomerulonephritis. 
Note the thickened basement membranes, the absence 
of red cells, the coalescense of the glomerular tufts 
and the cellular appearance of the glomerulus. 

Fig. 6. X about 400. Early proliferative glomerulo- 
nephritis. Note the increased cellularity of the glo- 
merulus and how swoller. it is. There is no fibrosis 
and nothing to suggest that this is an irreversible 
lesion, yet this man was azotemic at the time of this 
biopsy. 


of active proliferative glomerulonephritis were found. 
This diagnosis allows one to advise this man about 
weight control, rest, blood pressure, control, and 
management of his illness with considerably more 
security than if this information were not available. 
B.F. a 21 year old Marine recruit, arrived at the 
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Marine training depot at Parris Island four days be- 
fore the onset of his acute renal disease. His previous 
sedentary existence as a university student had left 
him ill prepared for the rigors of recruit physical 
training. He developed acutely malaise, fever, hema- 
turia, and finally oliguria, because of which he was 
referred to the Medical College Hospital for dialysis. 
Urinary output rose, and dialysis was not necessary. 
On biopsy only a fair sample of tissue was obtained. 
However, the glomeruli were normal, but the tubules 
were filled with pigment and casts. 

In this man, unaccustomed to exercise, strenuous 
physical exertion presumably led to breakdown of 
large amounts of muscle with release of its pigment. 
This resulted in disruption of the renal tubules and 
oliguria. Since this case was discovered, other less 
severe instances of this entity have been noticed at 
Parris Island and are being reported by Howen- 
stein.6 This patient is apparently completely well at 
present. 

P.T., an 18 year old white female, had had inter- 
mittent episodes of flank pain with chronic proteinuria 
of fluctuating severity. Physical examination was 
negative save for scoliosis. Renal function was excel- 
lent and urological investigation negative. On renal 
biopsy only healed glomerulonephritis was found. 
This diagnosis allows one to attribute her pain to the 
scoliosis and to advise her with more confidence on 
the significance of her proteinuria. 

Essential Hematuria: Not infrequently one 
discovers individuals with persistent hema- 
turia for which no cause can be found using 
standard urological investigative techniques. 
Five such patients have been examined by 
biopsy, and three were found to have normal 
kidneys microscopically (Fig. 1). In two, 
however, an acute glomerulonephritis was 
present (Fig. 9). 

M.K., a 36 year old white female had had repeated 
episodes of hematuria for which no explanation could 
be found. On biopsy her glomeruli were swollen and 
hypercellular. Some were bloodless and two of the 
38 in the specimen were hyalinized. There was 
mild periglomerular fibrosis. The picture was con- 
sistent with an acute glomerulonephritis. 

Collagen Diseases: Four patients (2 with 
lupus erythematosus, one with suspected 
lupus, and one with suspected polyarteritis ) 
have had biopsies in this group. Two had 
normal kidneys, one minimal glomerular 
changes, and one acute glomerular changes 
(Fig. 10). The last has since died of pro- 
gressive renal disease. Muhercke7? and_ his 
group have described in detail the various 
changes in lupus seen on renal biopsy. 
Miscellany: One man with a suspected diag- 
nosis of carcinoma of the kidney had this 
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diagnosis substantiated on aspiration biopsy 
of his flank. One young woman with healed 
subacute bacterial endocarditis and marked 
decrease of renal reserve, in whom the pre- 
biopsy diagnosis was focal embolic nephritis, 
was found to have a modest degree of pyelo- 
nephritis on biopsy. A young man with dia- 
betes and azotemia did not have diabetic 
glomerulosclerosis on biopsy but rather severe 
pyelonephritis (Fig. 3). This is probably an 
example of the bacterial interstitial nephritis 
described by Kark.@ A woman with surgical 
hypoparathyroidism and myxedema was found 
to have chronic pyelonephritis histologically. 
The last case is described in more detail. 

J.M.S., a 35 year old farm laborer had had known 
hypertension for 15 years when he suddenly de- 
veloped left sided weakness after working in the 
sun for a number of hours. He was hospitalized and 
treated with various antihypertensive medications 
including chlorthiazide. His course was downhill 
with progressively severe drowsiness, hiccups, anor- 
exia, oliguria and azotemia. He was transferred to 
the Medical College Hospital with the diagnosis of 
possible acute renal failure but the probability of 
sodium depletion was noted. After 1500 ml. 0.9% 
Na Cl., his blood urea nitrogen was 28 mg. per 100 
ml., serum sodium 130.5, and chloride 94.6 m. Eq./1. 
Biopsy revealed only arteriolar thickening without 
evidence of glomerular damage or of malignant 
nephrosclerosis. 

These findings dictated correcting his sodium de- 
pletion and will condition subsequent therapy by his 
referring physician. 

Discussion 
Contraindications: No biopsies have been 
done in patients with bleeding tendencies. 
None has been done on an individual with a 
single kidney. No one with recognized ac- 
celerated hypertension or with profound 
uremia has had biopsy. Azotemia has not been 
considered a contraindication nor has oliguria, 
although we have done biopsy on no one with 
anuria. Others have performed biopsy on kid- 
neys in some of the above situations, but 
bleeding tendency and single kidney are 
widely recognized as strong contraindica- 
tions. Severe arteriosclerosis should also be 
considered a relative contraindication. Also, 
only some compelling reason should lead one 
to do a biopsy on a so-called “surgical kid- 
ney” (hydronephrosis or pyonephrosis, etc. ). 
Operable malignant renal neoplasms should 
not be subjected to needle biopsy, but, if this 
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Fig. 7. X 150. Proliferative glomerulonephritis. This 
young epileptic woman has the classic nephrotic syn- 
drome. Note the hypercellular swollen glomerulus, 
partially attached to Bowman's capsule with begin- 
ning crescent formation. 


Fig. 8. X 100, Acute exudative glomerulonephritis. 
Note the swollen glomeruli infiltrated by inflam- 
matory cells. Crescent formation is already beginning. 


is done, the needle tract should be excised 
en bloc with the skin and kidney. 

Precautions: Although never necessary in this 
experience, transfusion has been indicated 
elsewhere because of bleeding. Therefore, 
typing and cross-matching blood prior to the 
procedure is advocated by some. Made secure 
by superb blood banking facilities, our group 
has not done this routinely. Biopsy is per- 
formed only on in-hospital patients. Failure 
to visualize the kidney roentgenographically 
so destroys the operator's confidence that this 
group has gone to some pains to obtain 
satisfactory films prior to biopsy. Since the 
patient must cooperate, it is wise to take time 
to see that he understands what is to be done 
before starting. This has not been a problem 
in either service or private patients. The 
youngest case in which we have done a 
biopsy is a 12 year old girl. Others have re- 
ported successful biopsies in non-anesthetized 
children younger than this. In younger chil- 
dren general anesthesia is advocated. With 
bag breathing a biopsy can easily be done in 
small children. It has been widely recom- 
mended that biopsies not be done casually, 
but only by those prepared to become expert 


at it. If for no other reason, the greater an 
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This man had only severe hematuria as symptomatic 
evidence of his disease. Renal function was reduced. 


Fig. 9. X about 400. Lupus nephritis. An abnormal 
glomerulus from a young woman who subsequently 
died of inexorably advancing lupus nephritis. 

In this photomicrograph this lesion cannot be 
differentiated from other processes affecting the base- 
ment membrane. 


operator's experience, the greater his chance 
of getting a good sample of tissue. Finally, the 
clinician doing these biopsies must be _pre- 
pared to read the results with the pathologist 
or provide the laboratory with clinical data 
in considerable detail. 

Complications: No serious complications have 
been encountered in this group of patients to 
date. Some individuals have noted minor de- 
grees of hematuria, and microscopic hema- 
turia has been noted in those persons in 
whom the urine was examined. Microscopic 
hematuria is to be expected after biopsy and 
is an almost inevitable accompaniment of 
success. In but one individual did we have 
significant gross hematuria, and this sub- 
sided at the end of 12 hours. A transfusion 
was not necessary. In another patient a hema- 
toma developed in the flank which was some- 
what uncomfortable, but required neither 
transfusion nor any other treatment. One pa- 
patient developed moderate ureteral type pain 
for about an hour after the biopsy. This was 
an unsuccessful attempt. There have been no 
long term complications. No transfusion have 
been required. No operative intervention has 
been called for. 
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Functional Histological 
Number Patient Clinical Diagnosis Impairment Pathological Diagnosis Damage 
PYELONEPHRITIS 
l LMD Chronic Pyelonephritis Severe Chronic Pyelonephritis Severe 
2 RS Healed Acute Pyelonephritis None No Disease None 
3 EB Chronic Bacteriuria None No Disease None 
4 EB Chronic Pyelonephritis Slight Nephrosclerosis Slight 
5 LD Chronic Pyelonephritis Moderate No Disease None 
6 AH Chronic Pyelonephritis Moderate No Disease None 
7 EF Chronic Pyelonephritis Moderate Nephrosclerosis Slight 
8 HE Chronic Pyelonephritis Moderate Chronic Pyelonephritis Moderate 
Nephrosclerosis 
) WP Chronic Pyelonephritis None Minimal Pyelonephritis Minimal 
10 LS Chronic Pyelonephritis Slight Chronic Pyelonephritis Slight 
11 DC Bacteriuria— None Proliferative Slight 
Glomerulonephritis Glomerulonephritis 
12 SW Chronic Pyelonephritis None Normal Kidney None 
13 VJ Chronic Bacteriuria None Chronic Pyelonephritis Slight 
14 GD Nephrolithiasis Slight Acute Glomerulonephritis Slight 
Possible Pyelonephritis 
15 RS Chronic Pyelonephritis Moderate Chronic Pyelonephritis Moderate 
16 AN Chronic Pyelonephritis Slight Nephrosclerosis Slight 
17 JH Chronic Pyelonephritis Severe Proliferative Moderate 
Glomerulonephritis 
18 LP Chronic Pyelonephritis Slight Glomerulosclerosis Moderate 
19 VB Chronic Pyelonephritis Slight Nephrosclerosis Moderate 
20 MC Chronic Pyelonephritis Mederate Chronic Pyelonephritis Moderate 
NEPHROSIS 
21 FM Toxic Nephrosis Severe Proliferative Moderate 
Glomerulonephritis 
22 Js Nephrosis Mcderate _ Proliferative Glomerulo- Slight 
nephritis 
23 HR Nephrosis None Proliferative and Mem- Slight 
branous Glomerulonephritis 
24 Ws Toxic Nephrosis Moderate Membranous Glomerulo- Slight 
nephritis 
95 MP Nephrosis None Membranous Glomerulo- Slight 
nephritis 
26 GJ Glomerulosclerosis Severe Glomerulosclerosis Severe 
27 GH Nephrotic Nephritis Severe Mixed Membranous and Moderate 
Proliferative Glomerulo- 
nephritis 
GLOMERULONEPHRITIS 
Very 
28 RP Acute Glomerulonephritis Severe Acute Glomerulonephritis Very Severe 
29 BF Acute Glomerulonephritis Severe Myoglobinuric Nephrosis Slight 
30 GH Chronic Glomerulonephritis Slight Proliferative Slight 
Glomerulonephritis 
31 AB Chronic Glomerulonephritis None Normal Kidney None 
32 EB Chronic Glomerulonephritis Slight Proliferative Slight 
Glomerulonephritis 
33 CR Chronic Glomerulonephritis None Membranous Glomerulo- Slight 
nephritis 
34 AW Chronic Glomerulonephritis Moderate Proliferative Moderate 
Glomerulonephritis 
35 WB Membranous Slight Normal Kidney None 
Glomerulonephritis 
36 NL Membranous Slight Membranous Glomerulo- Slight 
Glomerulonephritis nephritis 
37 PT Membranous Slight Healed Glomerulo- Slight 
Glomerulonephritis nephritis 
ESSENTIAL HEMATURIA 
38 RJ Renal Hematuria Severe Acute Glomerulonephritis Severe 
39 BJ Renal Hematuria None Normal None 
40 JH Renal Hematuria None Normal None 
41 LG Renal Hematuria None Normal None 
42 MK Renal Hematuria None Acute Glomerulonephritis Moderate 
COLLAGEN DISEASE 
43 CT Lupus Erythematosus None Normal None 
44 BW Lupus Erythematosus Slight Glomerulitis Slight 
45 MA Polyarteritis Nodosa None Normal None 
46 AB Possible Lupus Slight Minimal Glomerulitis Slight 
MISCELLANY 
47 MM Hypoparathyroidism Moderate Chronic Pyelonephritis Moderate 
48 IW Focal Embolic Nephritis Moderate Chronic Pyelonephritis Slight 
49 JC Glomerulosclerosis Severe Chronic Pyelonephritis Severe 
50 HY Carcinoma of Kidney — Carcinoma of Kidney — 
51 js Nephrosclerosis Severe Nephrosclerosis Slight 


Hyponatremia 








Indications 

Within the limitations discussed above, any 
one with diifuse renal disease has an indica- 
tion for biopsy. However, the huge experience 
with surgical biopsy in hypertensive disease® 
has demonstrated that biopsy does not very 
often give much additional information on 
these patients. In selected cases, for instance 
to prove or disprove a suspected diagnosis of 
glomerulonephritis or pyelonephritis, biopsy 
may be of value. The focal nature of pyelo- 
nephritis does not lend itself too well to study 
by aspiration biopsy. Even so, this disease was 
discovered by biopsy in three of our cases 
(Fig. 3). However, in the study of the 
nephroses, many chronic proteinurias, lupus 
erythematosus, the glomerulonephritides, un- 
explained hematurias, vascular and __ in- 
flamatory diseases, and diabetic renal dis- 
ease, biopsy has been of greatest value. In 
addition to its application as an extension of 
diagnostic techniques, biopsy is of value in 
prognosis. It has been demonstrated  re- 
peatedly that information gained from the 
study of six or more glomeruli can be inter- 
polated to all of both kidneys. It is fair to con- 
clude that the degree of glomerular damage 
found in one biopsy specimen gives an idea 
of what might be expected elsewhere in the 
kidney. This is of especial value in patients 
with otherwise unexplained albuminuria. 

The third major application of biopsy is in 
clinical investigation. The studies of Kark 
et. al.?7 of lupus nephritis and of Berman and 
Schreiner'® of the nephroses are examples of 
intensive application of this technique to the 
study of single entities. Perhaps the most sig- 
nificant advances to be made with the aid of 
this technique lie in basic renal research. 
Already electronmicroscopic studies of biopsy 


specimens from individuals with a variety of 
glomerular disease have proved that the 
changes in the microstructure of the glomeruli 
in acute glomerulonephritis are different from 
those in nephrosis. Farquhar, Verneir and 
Good"! have described distortion of the epi- 
thelial foot processes as the early consistent 
change in nephrosis. In glomerulonephritis 
there are pronounced proliferative lesions in- 
volving the endothelium of the glomerular 
capillary with thickening of the basement 
membrane and normal epithelial foot pro- 
cesses. In mixed nephrosis-nephritis, a mixed 
lesion is seen. In disseminated lupus there is 
marked thickening of the basement membrane 
and a variable degree of endothelial pro- 
liferation. These changes are seen most dis- 
tinctly early in the disease process and as the 
disease progresses to scarring, the increasingly 
hyalinized glomeruli appear quite similar in 
all three conditions. The ultramicroscopic 
structure of the tubules is also being ex- 
tensively explored at present. Fluorescence 
studies of allergic phenomena in renal disease 
are now in progress by Pratt-Thomas'? at the 
Medical College of South Carolina. This tech- 
nique is ideally suited to the use of biopsy 
material. 

Summary and Conclusions 

(1) Successful percutaneous aspiration 
biopsies of the kidney have been done in 51 
individuals at the Medical College Hospital. 
There has been no significant morbidity and 
no mortality. 

(2) The technique of biopsy is described 
and the indications and contraindications for 
biopsy are discussed. 

(3) Renal biopsy is a useful tool in the 
diagnosis, management, and study of a great 
variety of renal diseases. 
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TRIAMCINOLONE ACETONIDE (KENALOG) INJECTED 





INTO JOINT AND MUSCLE 
A CLINICAL STUDY 


WALTER D. HASTINGS, JR., M. D. AND CHARLES B. HANNA, M. D. 
SPARTANBURG, SOUTH CAROLINA 


irect instillation of locally-active corti- 
D costeroids into articular spaces has 
proved a useful means of selectively 
and individually treating one or several joints 
affected with an acute and painful inflamma- 
tion.'-© Where systemic therapy is contra-in- 
dicated or fails to control peripheral joint in- 
volvement adequately, or cannot do so with- 
out use of higher and perhaps poorly tolerated 
dosage, intra-articular injection is a practical 
palliative measure. While benefits may be 
temporary, they are repeatable and can be 
sustained or re-induced by subsequent in- 
jections.? Amelioration of pain and stiffness 
is prompt and generally followed by a lessen- 
ing of joint swelling and greater freedom of 
motion. The response is often rewarding even 
when pain and disability are pronounced. 
Potency in terms of weight units of the 
corticosteroid instilled is an important in- 
fluence on degree of improvement and dura- 
tion of effect. Strict limitations on the volume 
of material injected and, consequently, on 
therapeutic activity are imposed by joint 
capacity and by the availability of a sufficient 
area of synovial tissue to permit efficient ab- 
sorption of therapeutic quantities of the corti- 
costeroid.4 Many accessible joints which fre- 
quently require local treatment are small in 
size. Although, in larger joints, quantitative 
and qualitative enhancement of benefits may 
be achieved through instillation of larger doses 
there is some question of an “overflow effect” 
leading to systemic manifestations which sug- 
gests maximum dosage restrictions, at least for 
hydrocortisone. Whether or not systemic 
effects can be completely avoided, local con- 
siderations require the skillful introduction 
into joint space or bursa or muscle tissue of a 
high level of anti-inflammatory activity in 
relatively small volume and in low dosage. 


Triamcinolone acetonide was supnlied as Kenalee 
through the courtesy of Dr. R. C. Merrill, E. R. 
Squibb & Sons, New York. 


January, 1960 


For injection into joint and muscle, hydro- 
cortisone acetate and its free alcohol are 
effective and widely-used corticosteroids. 
There is some evidence that hydrocortisone 
tertiary-butyl-acetate is somewhat longer act- 
ing but prednisone and prednisolone are not 
conspicuously more effective.2 In the study 
presented here, the potent locally-active tri- 
amcinolone derivative, triamcinolone aceto- 
nide (Kenalog) was employed for intra-articu- 
lar and intra-muscular injection. A suspension 
containing 10 mg. of corticosteroid in each ml. 
was available for this purpose. The results of 
an earlier experience were encouraging. Tri- 
amcinolone acetonide in doses of 4 to 20 mg. 
induced good to excellent remission of joint 
inflammation, pain and stiffness in 136 of 157 
patients with rheumatoid disorders.? In many 
cases, improvement in symptomatology was 
greater with triamcinolone acetonide than 
with corticosteroids previously administered 
and, in all cases, an equivalent or better re 
sponse was achieved with appreciably lower 
dosage. Since March of 1959, triamcinolone 
acetonide has been substituted consistently 
for hydrocortisone in the treatment of joint 
and muscle disorders encountered in our 
private practice. Worthwhile benefits have 
been achieved in a high percentage of cases. 

Procedure 

A group of 101 patients with pain and in- 
flammatory involvement of joint and muscle 
are considered in this report. Volumes of 0.5 
to 5 ml. of triamcinolone acetonide suspension 
were instilled directly into joint spaces. 
Occasionally, severely affected knees received 
as much as 6 ml. in a single injection. During 
this study, 66 joints were treated, with knee 
and shoulder joints comprising by far the 
greater number (Table I). Direct injection of 
the corticosteroid into muscle tissue was also 
carried out and while this is not a general 
practice at present, it has been our experience 
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Table I. 


DISTRIBUTION OF 66 JOINTS TREATED 
WITH TRIAMCINOLONE ACETONIDE AND 
AMOUNT OF SUSPENSION INSTILLED 


Volume of 


Joint Injected NumberTreated Injection* 
Ankle 2 1.5 —2 ml. 
Coccyx 1 2 mi. 
Elbow 3 0.5-—5 ml. 
Hip d 2-5 ml. 
Knee 31 1-6 ml. 
Sacroiliac 2 2-5 ml. 
Shoulder 19 0.5 —5 ml. 
Tempero—mandibular 2 1-2 ml. 
Trochanter 1 2-5 ml. 
Wrist 2 0.5 -—1 ml. 


“Each ml. contains 10 mg. triamcinolone acetonide 


that relief of pain and inflammation is possible 
with infrequent injections. In all cases, pro- 
caine was administered in conjunction with 
triamcinolone acetonide in the ratio of 2 ml. 
to 1 ml. of corticosteroid. 

In general, patients received series of 1 to 
4 injections involving 5 to 50 mg. of active 
material. Occasionally, arthritic knees were 
treated with as many as 6 injections and with 
as much as 60 mg. of triamcinolone acetonide 
but these cases are considered unusual rather 
than typical of the treatment schedule. The 
technic of intra-articular or intra-bursal in- 
jection is not difficult but assumes a knowl- 
edge of joint structure and a diagram or x-ray 
may be employed as a guide to proper placing 
of the needle. While strict observation of 
aseptic procedure is mandatory, office or out- 
patient facilities are satisfactory. Excess syno- 
vial fluid should be aspirated prior to ad- 
ministration of the corticosteroid. The only 
contra-indications to intra-articular use of 
corticosteroids is the presence of infection in 
or near the joint or so extensive an inflam- 
matory disease process that local therapy be- 
comes impractical. Diathermy and anodynes 
were employed adjunctively as indicated dur- 
ing this investigation. 

Results of Treatment 

On the basis of reduction in swelling and 
pain and increase in mobility, results were 
judged good to excellent in 75 (74.3% ) of the 
cases treated with the triamcinolone acetonide 
suspension. Many patients experienced com- 
plete relief of pain and restoration of function 
to normal capacity. The degree of improve- 
ment in 15 (14.8%) cases was considered 
only fair because residual joint and muscle 


symptoms continued to be present at the last 
observation prior to the writing of this report. 
Eleven (10.9% ) patients showed a poor re- 
sponse with benefits inconsistent or insufficient 
in degree or duration to be of practical value. 
As may be seen from Table II, joint and 
muscle disorders of diverse etiology were in- 
cluded in this study and !ycal therapy induced 
highly satisfactory palliative effects. Improve- 
ment persisted for at least three days to be 
considered of practical value and generally 
was of several months duration. Where suc- 
cessive injections were required, these were 
administered at intervals of 1 week to 2 
months. In self-limited disorders, initial bene- 
fits were maintained without repeated treat- 
ment, and a single injection frequently helped 
to promote a more rapid return to normal 
activity. 

No complications and no occurrences of 
joint infection were encountered. There were 
no untoward reactions due to sensitivity or to 
toxic effects. In one or two cases, there was a 
complaint of a mild burning sensation at the 
site of injection but this also held true for 
hydrocortisone and no real importance was 
ascribed to it. No systemic corticosteroid 
effects, such as improvement of uninjected 
joints, were observed in this series with the 
dosage and treatment schedule employed. 

Comment 

Selective and individual treatment of pain 
and disability by intra-articular instillation of 
a potent corticosteroid into a joint accessible 
for injection can be a rewarding experience. 
While the degree and duration of palliative 
effects appears related to extent of joint dam- 
age, the amount of weightbearing and over- 
use to which the joint is exposed and the 
mechanical skill of the physician in placing 
the active material within the joint space, the 
potency per milligram of the corticosteroid 
employed is an important influence on thera- 
peutic outcome. In many instances, joint capa- 
city strictly limits the anti-inflammatory ac- 
tivity which can be induced. With larger joints 
and larger doses, there is the question of ad- 
justing the quantity of corticosteriod ad- 
ministered to the area of synovial tissue avail- 
able for absorption. With quantities larger 
than the cells can hold, an “overflow effect” 
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Table II. 


RESPONSE OF JOINT AND MUSCLE DISORDERS 
TO LOCAL TREATMENT WITH TRIAMCINOLONE ACETONIDE 


: 
' Number Dose Number 
of Injected of Degree Of Improvement 
Diagnosis Patients (mg.) Injections Excellent Good Fair Poor 
| Arthritis 
ankle 2 20 2 0 1 1 0 
:; knee 18 20 — 60 1-6 1 14 3 0 
sacroiliac 1 40 — 50 2 0 0 0 1 
Bursitis 
hip 3 20 — 50 1 1 1 0 1 
knee 4 20 1-2 2 2 0 0 
shoulder 13 5 — 50 1-3 8 3 2 0 
| subscapular 2 20 — 50 2-3 2 0 0 0 
| trochanter 1 20 & 50 y 0 0 1 0 
Charcot’s Joint (elbow) 2 30 — 50 2-3 0 0 1 1 
Muscle strain, spasm, myositis 
heel 1 10 1 0 0 1 0 
lumbosacral 7 10 — 40 1-4 0 5 1 1 
paralumbar 4 20 — 40 1 0 2 1 1 
other back areas 7 20 — 50 1-3 0 5 2 0 
neck 5 20 1 2 2 1 0 
shoulder 2 10 - 30 1-2 1 1 0 0 
4 Joint Pain 
; Nonspecific 
sacroiliac 1 20 1 0 1 0 0 
shoulder 4 20 — 50 1-3 2 2 0 0 
tempero-mandibular 1 10 —-20 2 0 0 0 1 
Traumatic Injury 
& coccyx 1 20 1 0 0 1 
} knee 6 20 — 50 2-3 0 5 0 
shoulder 1 20 1 1 0 0 
‘ tempero-mandibular 1 10 1 0 0 1 
4 Pain at site of old fracture 
4 rib 3 30 1 1 2 0 0 
4 shoulder 1 10 — 30 3 0 0 0 1 
Fs, Post-laminectomy pain 1 20 — 50 3 0 0 0 1 
rt Sciatica 1 20 3 0 0 0 1 
Surgical scars, pruritic 2 5-10 1 1 1 0 0 
Tennis elbow 1 5 &30 2 0 1 0 0 
~ Tearing of knee cartilage 3 20 — 30 1-3 0 3 0 0 
a Wrist ganglia 2 5-10 1-2 2 0 0 0 
? TOTALS 101 23 52 
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inducing systemic manifestations is a distinct 
i possibility. Intra-articulas therapy is ideally 
carried out by injection of material of anti-in- 
flammatory activity in relatively small volume 


15 11 
(22.8% ) (51.5% ) (14.8% ) (10.9% ) 


of inflammation, pain, swelling and stiffness, 
usually initiated within 48 hours and main- 
tained for as long as 2 months. From the 
standpoints of potency and toleration, it is our 
impression that triamcinolone acetonide has 








Investigation of the usefulness of triamcino- 
lone acetonide for intra-articular, intra-bursal 
and intramuscular therapy disclosed a potent 
anti-inflammatory action in doses of 5 to 50 
mg. While direct injection of corticosteroids 
into muscle tissue is not a widespread practice, 
clinical observation indicated that ameliora- 
tion of pain and muscles spasm may be antici- 
pated with infrequent treatments. Benefits ob- 
served in joint disorders included suppression 
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a definite place in the local treatment of in- 
flammatory and painful joint and muscle dis- 
orders. The compound shares with other 
corticosteroids the ability to curtail the in- 
flammatory reaction but does so in impressive- 
ly low dosage. 
Summary 

Good to excellent amelioration of inflam- 
matory and painful joint and muscle disorders 
was achieved in 75 (74.3% ) of 101 patients 
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intra-bursal and 
intramuscular injection of triamcinolone aceto- 
nide. A fair degree of improvement was ob- 
served in 15 (14.8% ) patients and in the re- 
mainder, benefits considered of no 
practical value. Volumes of 0.5 to 5 ml. of 
triamcinolone acetonide suspension providing 
5 to 50 mg. of active agent were generally 
employed. Rarely, a severely involved knee 


treated by intra-articular, 


were 


was treated with as much as 60 mg. In certain 
cases, a single injection was sufficient to sup- 
press symptoms and to promote a more rapid 





return to normal activity. Where repeated in- 
jections were necessary, these were given at 
intervals of 1 week to 2 months. No complica- 
tions and no unwanted reactions occurred in 
this series. No systemic corticosteroid effects 
were observed. It is our impression that 
triamcinolone acetonide provides a high level 
of anti-inflammatory activity in relatively low 
dosage and is a worthwhile agent for the 
treatment of disability and pain in joint and 
muscle. 
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THE RICHLAND COUNTY VENEREAL DISEASE CLINIC 


J. R. ALLISON, JR., M. D. 
COLUMBIA, S. C. 


he Richland County Venereal Disease 
i Clinic serves as a prevention and con- 

trol center in the co-ordinated setup 
of federal, state and local V-D prevention, in- 
vestigation, control and treatment. There are 
only two such centers in the state, Charleston 
and Columbia, and elsewhere V-D problems 
are, on a public health basis, carried out by 
local health departments working with the 
State Health Department. For this function 
there is a special physician ready to travel to 
any area in the state for advice and special 
work such as carrying out darkfield studies. 
The key man in our whole V-D program is the 
V-D investigator and later on I will tell you 
more about him, his work, and how he can 
help you as he helps me daily. Without him 
our whole program would fail. 

As an introduction I would like to sum- 
marize for you our work in 1958. In reviewing 
this it is evident that a tremendous part of 
our work is with gonorrhea, not syphilis, but 
remember, this keeps us in touch with the 
ever present “current” of the V-D population 
and helps in quickly catching, tracing out and 
stopping syphilis when it appears, and as each 
case of syphilis is potentially an epidemic. 
anything that keeps us close to its source is 
valuable. In a way our contacts with cases 
of gonorrhea serve as diplomatic listening 
posts or chains of radar stations which are 
outposts most liable to pick up earliest con- 
tact with the enemy (syphilis ). 

During 1958 our clinic treated 94 cases of 
syphilis, eighteen cases of early syphilis and 
23 cases of early latent syphilis. This means 
that 43% of our cases were infectious. In ad- 
dition there were 45 cases of late latent, 5 
congenital and 3 cases of neurosyphilis. 

Nine hundred and twenty-five cases of gon- 
orrhea were treated. Of these 528 were pa- 
tients who had never before been treated in 


Paper read at the April Meeting of the Columbia 
Medical Society as part of the Symposium on Venereal 
Disease sponsored by the S. C. State Health Depart- 
ment’s Section on Venereal Disease and the S. C. 
Chapter of the American Academy of General Prac- 
tice. 
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our clinic for gonorrhea. This means that 
nearly 57% of our gonorrhea cases were pa- 
tients in the V-D “stream of activity”, with 
whom we had not made contact before and 
this, as mentioned above, helps to keep us 
abreast of the general flow of population, 
where more serious epidemics arise. Two per 
cent of our total gonorrhea case load were 
treatment failures. That is, they failed to re- 
spond to 1.2 million units of penicillin. This is 
our standard treatment for males and 1.8 
million units for females given at one time 
and based on previous studies in our clinic 
showing a higher failure rate with lower 
dosages, and also based on the idea of a 
curative dose of penicillin if the patient hos 
contracted non-clinically evident syphilis with 
his gonorrhea. By these means follow up 
blood-tests for syphilis are not generally 
needed, although of course they are done with 
each admission. Before I began to keep an 
account of clinic activity I felt that at least 
30% of our gonorrhea patients were chronic 
frequent repeaters within three months. How- 
ever, analysis shows that only 11% returned 
to the clinic within three months with a re- 
infection, 7% within six months, and 6% with- 
in one year. Seventeen per cent were repeaters 
that had not been in the clinic for over a 
year. Again, then it appears as if our clinic 
load is largely a new and changing popula- 
tion segment. 

Nine cases of chanchroid were seen, 19 
cases of condylomata accuminata, 24 cases of 
non specific urethritis, 3 cases of granuloma 
inguinale and 2 cases of lymphopathia ven- 
ereum. 

Five hundred and seventy nine persons 
were seen without a diagnosis of venereal 
disease being made, although frequently dark- 
field examinations, smears, and other lab- 
oratory and _ physical 
needed to rule out venereal disease. 

One death due to penicillin anaphylaxis was 
recorded and has been reported elsewhere.? 
Along these lines we find ourselves doing 
more allergy testing for penicillin and of 


examinations were 
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course we have an emergency tray for treat- 
ment of anaphylaxis always available in 
our treatment room. Details in reference to 
allergy testing and the treatment tray may 
be obtained from the health department. 

On the epidemiological side, 735 patients, 
mostly females were treated for gonorrhea. 
Three hundred and twenty-nine or 45% were 
new to our clinic. One hundred and fifty, or 
20% had been treated for gonorrhea within 
the past three months, 75 or 10% within the 
past six months, 65 or 9% within the past 
year and 116 or 164% had been treated pre- 
viously in the clinic but not within the last 
year. It is interesting to speculate on these 
statistics, particularly on noting that the 
female three month repeaters were nearly 
twice as numerous as the males. Thirty-eight 
cases of contact to infectious syphilis were 
treated. 

As mentioned earlier the V-D investigator 
is the key man in our whole program. Without 
him we do and will fail to carry out the 
necessary interviews and tracing down of the 
suspects and known contacts that is needed in 
this public health problem. Since earliest re- 
corded history medical men have accepted 
the twofold purpose of curing the individual 
and preventing the spread of diseases to 
others. As a physician in private practice, | 
am sure I sometimes share an unfortunate 
general feeling that this second purpose is 
no longer our responsibility, whereas in effect, 
it is more important than individual treatment. 

One case of venereal disease is a potential 
epidemic. When this fact is coupled with the 
realization that the great majority of venereal 
diseases are still treated by private physicians, 
we must reawaken our responsibility to treat 
more than the individual. 

The V-D investigator is your right hand in 
this respect and if nothing more is gained 
from my presentation tonight, I hope it is to 
impress upon you who the V-D investigator 
is, and how he can help you. He is a special- 
ist. As with all arts his has been refined to the 
degree that I daily gain more respect for his 
ability to elicit information, and more im- 
portant truthful information, and then apply 
this with his knowledge of the local V-D pop- 
ulation and situation so that cases are fol- 





lowed to their logical conclusion. Where 
necessary, he can call on a world wide net- 
work to the extent that we have received re- 
ports of cases being brought in for treatment 
in Japan, the Netherlands, and Germany as 
well as our local cities, all from information 
obtained by our local V-D investigators and 
followed through their channels. 

The investigator is always available to 
serve you and can be reached at the County 
Health Department. When you have a_ pa- 
tient with syphilis or gonorrhea your call will 
bring him to your office, the patient’s home 
or wherever you desire the patient to be inter- 
viewed. If you desire, all contacts can be rout- 
ed through your office or handled at our clinic. 

The accompanying charts will illustrate how 
the V-D investigator has worked in our clinic. 
It is particularly important to note that he is 
able to elicit both homosexual and heterosex- 
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ual contacts in tracing or working out a chain 
of infections. This is indeed an expert's job 
and one he is well qualified to perform. Chart 
# 1 will demonstrate this as the patient, a 


colored male, age eighteen had both hetero- 
sexual and homosexual contacts and had most 


of us tried to interview this patient for con- 
tacts, only the female contacts would have 
been elicited and we would have missed five 
cases of infectious syphilis. Chart # 2 repres- 
ents a chain of syphilis that was picked up 
through the initiative of the investigator who 
made blood tests on all of the members of a 
circus that recently came to town. As you can 
see this infectious case made rapid contacts 
that in turn would have left cur city with an 
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epidemic of syphilis had not the investigator 
been on the job. Remember one case is a 
potential epidemic. 
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The statistics, presented in the first part of 
this paper are being kept to give us a basic 
idea of what we are doing in our clinic and 
to give us a base line to follow general 
changes, and against which modifications of 
treatment schedules can be instituted and 
evaluated. They are summarized in Table 
No. 1. 

In closing let me remind you that our V-D 
clinic is your clinic and if we can serve you 
in any way please call on us and we beg of 
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you to call on the V-D investigator to help 
you interview your V-D patients. 
Table #1 
Annual Report 


Venereal Disease Prevention & Control Cases 
Richland County Health Department 


Syphilis—Total No. Cases treated __.------- 94 
Early Syphilis 18 
(438% 
infectious) 
Early Latent 23 
Late Latent 45 
Congenital 5 
Neurosyphilis 3 
Gonorrhea—Total No. Cases treated ~__----- 925 
New Cases in our clinic 528 57% 
Reinfection within 3 mo. 104. «11% 
Reinfection within 6 mo. 64 1% 
Reinfection within 1 yr. 53 6% 
Reinfection over 1 yr. 153. «17% 
Treatment failures 88 2% 
Chancroid 9 
Condylomata Acuminata 19 
Non-Specific Urethritis 24 
Granuloma Inguinale 3 
Lymphopathia Venereum 2 
Epidemiological Treatments 
Gonorrhea—total no. cases 735 
Gonorrhea—new cases 329 45% 
Gonorrhea—reinfection 
within 3 mos. 150 20% 
within 6 mus. 75 10% 
within 1 yr. 65 9% 
over 1 yr. 116 16% 
Syphilis 38 
Interviews (observations, not infected) 579 


REFERENCES 
1. Preston, John M.; Dunsworth, William P.; Peni- 
cillin Studies in gonorrhea in the female. J. South 
Carolina Med. Assoc. 53:41. 
. Preston, John M.; Pertinent Hints on Public 
Health; The Recorder (Published by Columbia, 
S. C. Medical Society) 22:18 (Feb. 1958 ) 
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THE GREENVILLE COUNTY MEDICAL SOCIETY HISTORICAL 


SKETCHES 
GREENVILLE’S ELDER STATESMAN 


J. DECHERD GUESS, M. D. 


o elder statesman was always such. 

N However, even in youth he must have 

possessed qualities which were unusual 

and which portended ultimate recognition of 

the unusual worth of the man. Such a man was 
William Thomas Brockman. 

Dr. Brockman’s practice has extended 
throughout the first half of the twentieth cen- 
tury. He graduated in 1909 from the Medical 
College of South Carolina. As this is written, 
he is still in active practice, although at a less 
lively pace than formerly. He was born and 
reared in the Reidsville community of Spartan- 
burg County. He attended Furman University 
for a time. His first practice was in Greer. He 
moved to Greenville in 1932. 

He stood fourth in a class of forty-two at the 
Medical College. Being an honor graduate, he 
was awarded an internship at Roper Hospital. 
To secure an internship in 1909 was an award. 

For more than thirteen years, Dr. Tom, as 
he was known far and wide, practiced in 
Greer. In almost every community smaller 
than a great medical center, there is one doctor 
who stands out above his colleagues. Such a 
man is so useful to his colleagues and to the 
community that his unusual qualities are ac- 
cepted, without jealousy or acrimony. This 
could be said of Tom Brockman. In 1911, he 
went to New York to learn to do some things 
that were needed in Greer. This was the time 
of diphtheria epidemics. There was no more 
pitiful picture than to stand by and see a child 
choking to death with membranous croup, as 
it was called. No doctor in Greer could give 
aid. But laryngeal intubation was frequently 
life saving. Dr. Tom wanted to learn how to 
do intubations, and he learned. 

Eclampsia was then the dread of both the 
doctor and patient. Experience taught that it 
frequently got well if the victim could be de- 


This is the sixth of a series of articles, adapted from 
the book A Medical History of Greenville, South 
Carolina, written by the same author, and which was 
published by the Greenville County Medical 
Society in 1959. 


livered before she was moribund. Delivery 
meant accouchement forcé and podalic version 
and extraction under chloroform anesthesia. 
Such treatment was formidable in its own 
right, and frequently it was deadly. Dr. Tom 
wished to learn a better way of treatment. Un- 
fortunately, New York in 1911 did not have 
much to offer. Cesarean section was not ap- 
plicable to a village and country practice 
isolated from hospitals and even more remote 
from skilled specialists. 

There were other aspects of practice which 
demanded Tom's interest. So he stayed in 
New York longer than he intended, but when 
he came back, he was much better prepared 
to occupy the role of physician in chief in his 
territory. Within a reasonably short time, he 
had been called upon to intubate more than 
sixty children. Anticipating by many years the 
present day practice of performing trach- 
eotomy on many accident cases to provide a 
clear airway, he intubated one accident case 
at Chick Springs Hospital. 

He was a leading citizen as well as a lead- 
ing doctor. He was active in the affairs of his 
church and in all civic enterprises, and he was 
one of the most progressive mayors Greer ever 
had. 

So he became a great doctor, a fine citizen, 
a religious leader, a true humanitarian. He was 
recognized and accepted in each of these cate- 
gories of human endeavor. Recognition gave 
rise to demands for counsel—not in medicine 
alone, but in all of the problems of life. He 
became a non-professional but wise and 
sympathetic listener and adviser. Perhaps, in 
the capacity of counselor, when counselors, 
psychologists, psychiatrists, and capable 
ministers were unavailable, he gave his great- 
est service. 

Let him introduce the next phase of his 
professional life: 

“I began to suffer from hemorrhoids. I re- 
membered that my patients whom I had car- 
ried to my surgeon friends came away un- 
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happy. I had heard some talk of a new treat- 
ment of early uncomplicated hemorrhoids by 
a method of injection. In March, 1923, I sought 
out a proctologist in Tennessee who used that 
type of treatment. I was injected, and I was 
so well pleased with the results that I over- 
stayed my time long enough to learn how to 
use the method. 


“When I returned to Greer, and folks 
learned that I could treat and relieve hemor- 
rhoids without surgery, my work grew so fast 
that I was practically pushed into limiting my 
work to rectal diseases.” 

With this beginning and with a farsighted 
realization that here was an opportunity to 
serve in a field where there seemed to be 
usually no other alternative than surgery (re- 
member that hospitals were still thought of as 
places to go to die), Tom began making fre- 
quent pilgrimages to places of importance in 
proctology. He observed and studied in New 
York, Louisville, Detroit, Birmingham, Phila- 
delphia, Memphis and Richmond. He spent 
several weeks with that former South Caro- 
linian, Dr. Louis A. Buie, proctologist in the 
Mayo Clinic. Finally, with misgivings of 
financial failure he limited his work to proctol- 
ogy in 1926. 

In 1927, just four years after his first interest 
in the injection method of treatment of 
hemorrhoids, Tom Brockman became an asso- 
ciate member of the American Proctologic So- 
ciety. He became a fellow of the society in 
1944. No doubt this recognition was well 
earned by scientific attainment alone. But 
there is also no doubt that his agreeable per- 
sonality, the simple and somewhat childlike 
quality of his search for knowledge, and the 
implied flattery of teacher by eager pupil 
made Tom strong and lasting friendships 
among the professionally elite in proctologic 
circles. 

Nineteen hundred and thirty-two is a year 
that will never be forgotten by those who 
lived through it. It was truly a year of financial 
panic. It was that year that Dr. Brockman 
moved to Greenville. His family was growing, 
he was in a new and larger community, and 
he was broke. In February, 1933, he operated 
on twenty-eight rectal cases. He collected a 
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meager fee from six of them and not a dollar 
from twenty-two. 

There was some financial improvement after 
Roosevelt's inauguration in March. Improve- 
ment continued. In 1940, Tom was at the peak 
of his career, with more than 500 operative 
cases. 


The characteristics of his personality, his 
eagerness to learn, his willingness to serve, and 
his qualities of leadership, as worthy and un- 
usual as they were, are not what make W. 
Thomas Brockman a great and good man. 
Those things, however, prepared him for the 
role he was to play in professional relation- 
ships after he moved to Greenville. Before he 
moved, he had maintained an active interest 
in the county medical society. After he moved, 
this is what he said he found: 

“During the first five or six years of my work 
in Greenville, I learned of a strong factional- 
ism among the physicians. I refused to listen 
to men on either side and explained to these 
good doctors on both sides that I had spent a 
good part of my time in Greer persuading 
doctors to be friends and to cooperate with 
each other.” 

He did a fine job of persuading and reestab- 
lishing friendships in Greenville. He in- 
fluenced the younger men who had come in 
earlier and the new ones, as they came to 
Greenville, not to align themselves with any 
one faction but to be friendly with all factions. 
Several of the older men who could not forget 
or forgive real or fancied wrongs continued to 
hold themselves aloof from each other. How- 
ever, in those instances, time did finally what 
Tom could not do. Greenville has been out- 
standingly and remarkably free from fac- 
tionalism, professional cliques, and uncom- 
plimentary professional gossip for many years. 
It has maintained a fine professional atmos- 
phere for a quarter of a century. This, in turn, 
has attracted outstanding young specialists to 
locate here and has made of Greenville the 
medical center which it is today. To many, 
that seems to be the core of the contribution 
which Tom Brockman has made to Greenville 
medicine. 


In 1937, Dr. Brockman was elected presi- 
dent of the county society. The society was 
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ready for his leadership. He suggested and 
engineered the launching of The Bulletin of 
the seciety and of an ambitious program of 
meetings with speakers selected from the great 
medical teaching centers. The policy of pro- 
grams of seminar quality has continued, and 
it no doubt was ultimately responsible for the 
seminars of the Greenville General Hospital 
staff, which were begun three or four years 
ago. 

During the World War II years, Dr. Brock- 
man spent much time and energy in selling 
a statewide Blue Cross plan to South Carolina 
doctors and to members of the State General 
Assembly. He preached everywhere that Blue 
Cross was the best defense against federally 
regulated socialized medicine. 

In 1944, Dr. Brockman was selected by his 
county society to be a candidate for the posi- 


tion of president-elect of the South Carolina 
Medical Association. The following was pub- 
lished in The Bulletin after that action was 
taken: 

“From a field of four likely men, the mem- 


bers of the Greenville County Society 
unanimously selected Dr. Tom Brockman to 
be its candidate for the position of president- 
elect of the South Carolina Medical Associa- 
tion. His selection was a compliment to him, 
but it was a well deserved one. There is no 
more sincere friend to organized medicine 
than he. There is no one who has displayed 
broader vision, or more initiative or more 
energy in carrying out plans and programs 
than he. He was president of the Greenville 
Society five years ago. It was under his leader- 
ship that The Bulletin was founded. He it was 
who started the society on its program of 
meetings of statewide interest and of a char- 
acter so educational that if one attended them 
for a year, he had had an excellent refresher 
course in medicine. While he was president, 
and since, many old scars of enmity and mis- 
understanding have healed, and the members 
of the society are annealed into a true frater- 
nity, all working together in harmony for the 
good of the society and for Greenville’s medi- 
cine. He, personally, with tact and great 
understanding brought enemies together. It 
was a great study in the art of leadership to 
watch him work. 


“And when his term of office was over, he 
did not rest on his laurels, but instead he has 
continued the great work which he began. 

“Not so polished as some but he is more 
sincere; not so learned but that he seeks to 
learn; not a great orator, but a forceful 
speaker; not so handsome, perhaps, but his 
large, vigorous physique inspires one with con- 
fidence in his powers of leadership.” 

Dr. Brockman was elected President-Elect 
of the State Association without opposition. 
He became president in 1945. He was a war 
president and he served well in those trying 
days. 

The government allowed a resumption of 
conventions in 1946. As a compliment to the 
president Greenville, the Greenville 
County Society requested that it be allowed 
to act as the host of the State Medical Associ- 
ation in its annual convention to be held at 
Myrtle Beach. The invitation-request was 


from 


granted. It seemed to be and surely was a 
great convention in every way. 

Dr. Brockman has said regarding the limi- 
tation of his practice to proctology, “It requir- 
ed lots of courage to give up a growing general 
practice and take on a new specialty not so 
favorably regarded by the medical profession. 
I was the pioneer all-out proctologist in South 
Carolina, and we could include North Carolina 
and Georgia. Several men in Atlanta and in 
Columbia did some rectal work, but I was 
the first to give all my time to rectal diseases 
in these three states and at the same time 
to maintain an ethical standing in my medical 
society.” 

When Tom Brockman was asked recently 
what phase of his many activities gave him 
the most pride, he said: 

“I am proud that I was able to establish 
myself as a proctologist, a specialty which in 
1923 was not in good repute in organized med- 
icine, and at the same time retain my place 
in the Greenville County Society. I am proud 
to be the first South Carolinian to be made 
first a Fellow and then a Diplomate of the 
American Proctologic Society. I am proud to 
have represented my own state on the Council 
of the Southern Medical Association from 
1950-1955. And I am proud of the honor that 
was given me by the American Proctologic 


20 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





Society in April, 1957 in recognition of thirty- 
one years a member. The courtesies were 
simple, but they came from the elite of the 
fellowship of the society and from their hearts. 

“However, I feel that the finest work of all 
that I have done in my forty-nine years in the 
practice of medicine has been the success that 
I have obtained in organized county society 
medicine. All of us know that the county so- 
ciety is the basis of the State Association and 
of A. M. A. There is no way to estimate how 
much good one individual can do for his 
county society and his state medical associa- 
tion by cultivating and developing friendship, 
respect and confidence in each other among 
the membership. 

“I believe (he continued) that the Green- 
ville Society is the finest example of this 
fellowship and good feeling of its members. 
Various members of the State Medical Asso- 
ciation have told me over and over that they 
feel that the Greenville Society has less fric- 
tion and factionalism in it than any other 
county society. I feel that the State Association 


is better united now than it has ever been be- 
fore.” 

So that is Tom Brockman, a man who 
though still living, has become almost a tradi- 
tion, a man whose life has influenced the lives 
of all members of the Greenville County So- 
ciety throughout half a century, and a man 
whose good influence shall continue long 
after he is gone. He is truly Greenville’s elder 
medical statesman. 

And when at last his plea for fraternal love 
and peace and his quest for further knowledge 
are carried to a distant shore, may it be said 
of him: 

“Of no distemper, of no blast he died, 

But fell like autumn fruit that 
long,— 

Even wonderd at, because he dropp’d no 
sooner. 

Fate seemed to wind him up for four score 
years, 


mellowed 


Yet freshly ran he on ten winters more; 
Till like a clock worn out with eating time, 
The wheels of weary life at last stood still.” 


MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Ventricular Aneurysm 


Dace Groom, M. D. 
Dept. of Medicine 


Case Record—A presumptive diagnosis of ventricular 
aneurysm was made on the basis of the electro- 
cardiograms of this case plus the history of a massive 
myocardial infarction followed by cardiac ealarge- 
ment, intractable congestive failure and the presence 
of a prominent gallop rhythm. It was confirmed by 
fluoroscopic examination which revealed an area of 
paradoxical pulsation of the left ventricular wall near 
the cardiac apex. 

The patient was a 54 year old retired executive, 
a diabetic whose heart was known to have been of 
normal size prior to his infarction five months 
previously. Unusual features of his attack were that 
he had experienced remarkably little chest pain in 
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the face of extremely high values of serum trans- 
aminase, his blood pressure had remained low and 
the pulse rate high, and profound weakness, dyspnea 
and edema had persisted for months thereafter despite 
digitalis and diuretic therapy. Unless he remained at 
bed. rest he quickly developed edema, ascites and 
engorgement of the liver and neck veins. Quinidine 
and potassium were used for control of numerous 
ventricular ectopic beats. 

Chest roentgenograms showed pulmonary con- 
gestion and moderate enlargement of the left ven- 
tricle without, however, any discrete area of bulging 
of the ventricular wall. During several months of 
observation his electrocardiogram remained essenti- 
ally unchanged from this one, recorded six months 
after the myocardial infarction. 

Gross impairment of his cardiac reserve was dem- 
onstrated by catheterization studies® which indicated 
a resting stroke volume of 32 ml. and cardiac out- 
put of 3.75 liters per minute, increasing to only 38 
ml. and 4.93 liters after mild leg exercises. Pressure 
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in the pulmonary artery was more than double the 
normal value of 20 to 25 mm. of mercury, probably 
due to his protracted congestive failure. 


°° for ventricular 


The patient was operated on 
aneurysm with utilization of a pump-oxygenator for 
temporary cardiopulmonary bypass. Occlusion of the 
left coronary artery appeared to involve both circum- 
flex and descending branches. As visualized from 
within the left ventricle, the aneurysm extended 
anteriorly from the apex onto the septum and con- 
tained a small organized thrombus attached to the 
endocardial surface. Ventriculoplasty was performed 
with excision of a crescentic 7 x 4.5 cm. section of 
the aneurysmal wall which measured approximately 
0.7 cm. in thickness. Microscopically the excised 
specimen consisted mainly of hyalinizing fibrous tissue 
with only vestiges of cardiac muscle remaining. 

Two months after the ventriculoplasty the patient 
was able to resume limited physical activity without 
failure. A 
roentgenogram showed a 3 cm. decrease in the trans- 
His electrocardiogram 


recurrence of congestive repeat chest 


verse diameter of the heart 


was essentially unchanged except for diminished 


elevation of S-T segments (maximum of 1 mm.) in 
the precordial leads. 





Electrocardiogram—There is a sinus tachycardia, 
regular at a rate of 110. The P-R interval is a little 
less than 0.20 and the QRS about 0.06. Voltage of the 
QRS complexes is moderately low in the limb leads, 
especially for an enlarged heart. 

In all the left precordial leads, from Vs; through 
Vo, R waves are completely absent, indicative of an 
anterolateral infarct, possibly transmural. The 2-3 
mm. elevation of S-T segments in these leads was a 
consistent finding in all his pre-operative electro- 
-ardiograms. 

Deep Q waves are present in lead I, compatible 
with anterior infarction, and the small Q of aVF 
suggests some extension onto the inferior wall of the 
left ventricle. Lead AVR has the normally inverted 
P and T waves but its QRS is upright and notched 
instead of the usual negative deflection. 
Discussion—This 


electrocardiogram is typical of 


anterolateral infarction which, because of the eleva- 
tion of S-T segments, one would assume to be acute. 
However, persistence of the S-T displacements fcr 
months after his documented attack of myocardial 
infarction, and without the changing T waves usually 
associated with an acute process, is strongly sug- 
gestive of ventricular aneurysm. The physical find- 
ings, intolerance to exercise, and clinical course of 
this patient are entirely in keeping with that diag- 
nosis which was confirmed by the fluoroscopic ob- 
servation of paradoxical pulsation in an area of the 
lateral wall of the left ventricle. 

At one time the term “cardiac aneurysm” was ap- 
plied rather loosely to almost any type of enlarge- 
ment of the heart. Its present meaning implies a 
localized dilatation, usually of a portion of one of 
the ventricles, almost always the result of previous 
infarction of that area. A more specific term for this 
is ventricular aneurysm. The weakened, necrotic or 
fibrotic area of myocardium may protrude out in a 
fixed bulge which is evident on a chest roentgeno- 
gram or it may protrude only during systole in an 
outward, “paradoxical” pulsation as the remainder of 
the cardiac border moves inward. The question of 
what degree of bulging constitutes an aneurysm is a 
semantic one but, from a mechanical point of view, 
when part of the ventricular wall not only fails to 
contract but actually gives way on systole, con- 
traction of the remaining viable myocardium is 
rendered less effective and the stroke output is re- 
duced. There is an obvious clinical justification for 
this concept of ventricular aneurysm. 

The incidence of this complication of coronary dis- 
ease depends of course upon one’s criteria for diag- 
nosis but doubtless significant degrees of aneurysmal 
dilatation occur much more frequently than suspected. 
Even at autopsy the lesion may be readily overlooked 
because there is no intraventricular pressure to dis- 
tend it. Ventricular aneurysm is said to be much more 
frequent among patients with hypertension and dia- 


betes (as, of course, is coronary disease), and par- 
ticularly among those who have 


“silent” infarcts 
(those unaccompanied by severe pain, or unrecog- 
nized and hence untreated). Presumably, failure to 
provide adequate rest and care at the crucial time of 
necrosis, organization and scar tissue formation might 
be more apt to result in a weak, bulging scar, as 
would a very large area of infarction, especially one 
which is transmural or one which is distended by an 
abnormally high intraventricular pressure. The con- 
sequent reduction in cardiac output is reflected in 
lower blood pressure, tachycardia and _ congestive 
failure. A further complication may ensue with for- 
mation of a mural thrombus within the aneurysm, 
giving off emboli to the systemic circulation. 

When the aneurysm is located on the anterior or 
lateral ventricular wall the significant ECG ab- 
normalities are mainly in the precordial leads and 
consist typically of persistent elevation of S-T seg- 
ments with, of course, evidence of previous infarction. 
Prominent R waves in aVR are said to be a com- 


Tue JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 





mon finding. Visualization of the localized area of 
paradoxical pulsation often requires careful fluoro- 
scopic examination of the heart in multiple oblique 
projections (although a possible counterpart of this 
may sometimes be seen and felt on the precordium as 
a systolic impulse separate from that of the apex). 
The protodiastolic gallop, an accentuation of the 
third heart sound, is common to this as well as other 
types of left ventricular dilatation and failure. The 
diagnosis is more difficult when the aneurysm is 
situated on the posterior or inferior wall because it is 
not so well visualized roentgenographically. More- 
over, though analogous ECG abnormalities have been 
reported in leads facing aneurysms on the posterior 


Treatment of tinea pedis with griseofulvin. George 
Prazak, Colonel M. C., John S. Ferguson, Captain, 
M. C., James E. Comer, Captain M. C. and Betty S. 
McNeill. 

Ninety-two patients with tinea pedis were treated 
with varying doses of griseofulvin and 63 of these 
were felt to have had sufficient treatment and ob- 


servation to be used in this study. Twenty-five of the 


63 patients were considered cured clinically and by 
laboratory findings. Of the cures, 9 were patients who 
received both oral treatment and topical application 
utilizing Whitfield’s ointment and pHisohex scrubs. 
Each of the latter 9 cases had been failures on oral 
treatment alone. A total of 13 patients have thus far 
been treated with combined oral and topical therapy 
and of these 13, the 9 mentioned above are cured. 
All patients receiving the combined treatment have 
shown much more impressive clinical improvement. 
All patients treated with griseofulvin in any dosage 
have responded clinically with marked diminution of 
pruritus and reduction of scaling. However, 15 of the 
50 cases not receiving topical therapy have shown 
clinical relapse on discontinuance of the oral therapy. 
The treatment of choice consisted of 250 mg. given 
four times daily with topical preparations as indicated 
above, and for a duration of three to four weeks. Side 
gastro- 


effects seen were mainly headache and 
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or inferior wall, these leads are not comparable in 
localization to the precordial leads for the anterior 
wall. The mechanism of persistence of the S-T dis- 
placements for months or years in this disease—far 
longer than would be expected of a current of in- 
jury—is unknown. 


With the advent of surgical procedures for repair 
of ventricular aneurysm, its diagnosis assumes a new 
importance. 


Catheterization studies by Dr. Edward Dennis and 
°° surgery by Dr. Denton Cooley, both of Baylor 
University, to whom I am indebted for detailed re- 


ports on this case. 


intestinal distress but one each of the following were 
generalized _morbilliform 
eruption, albuminuria and leucopenia (3,600). 


seen: serum _ sickness, 


One-year experience in the treatment of derma- 
tomycoses with griseofulvin. V. Pardo-Castello, M. D., 
Havana, Cuba. 

More than 100 cases of dermatomycoses have been 
treated with griseofulvin since November 11, 1958, 
the dosage being an average of 1 gm. daily for adults 
and 500 mg. for children. The drug was well tolerated 
by the majority of patients. There was one case of 
morbilliform rash and several of gastrointestinal dis- 
turbances and of headaches. In only a few cases the 
drug had to be discontinued. 

Clinical and mycological results were excellent in 
the great majority of patients. However, there were 
a number of relapses and of reinfections; some due 
perhaps to the discontinuation of the drug too soon, 
some to lowering the daily dose below the parasito- 
static level and also undoubtedly to reinfection from 
shoes, socks and clothing. 

Tinea of the scalp, tinea circinata and onycho- 
mycoses are usually definitely cured if treatment is 
continued long enough. Most relapses have been ob- 
served in cases of tinea cruris and of dermatophytosis 
of the hands and feet. 














PRESIDENT’S PAGE 


FREEDOM OF CHOICE 


Here’s wishing all members of the South Carolina Medical Association and the Citizens of 
our State had a Merry Christmas, and will enjoy health, happiness and prosperity during the 
New Year. 


1. “The American Medical Association believes that free choice of physician is the r:ght 
of every individual and one which he should be free to exercise as he chooses.” 

2. “Each individual should be accorded the privilege to select and change his physician 
at will or to select his preferred system of medical care, and the American Medical Association 
vigorously supports the right of the individual to choose between these alternatives.” 


These paragraphs were indoctrinated by the House of Delegates in June 1959. A third 
paragraph was added in Dallas in December, 1959, in order to clarify our understanding of 
their choice of physicians. 


3. “Lest there be any misinterpretation, we state unequivocally that the American Medical 
Association firmly subscribes to freedom of choice of physician and free competition among 
physicians as being prerequisites to optimal medical care. The benefits of any system which 
provides medical care must be judged on the degree to which it allows of, or abridges, such 
freedom of choice and such competition.” 


The theme is that regardless of association with an industry, manufacturing plant, public 
carrier (railroads, busses, aeroplanes, taxi companies) which might employ a physician or 
physicians, if the individual does not wish to have one of their group attend him or her, the 
persons may have whom they choose provided he is a member in good standing of the Amer- 
ican Medical Association. It even states that the patient may change medical doctors at will 
if not satisfied. It also insinuates that mothers should have the right to choose the medical doc- 
tor of their choice for their offspring. 


The freedom of choice of physicians must be applied not only to the people as our pa- 
tients but also to the doctors themselves. Let’s all pull together, use our knowledge of the medi- 


cal sciences to the best of our ability, and practice the true art of medicine. 


William Weston, Jr., M. D. 
President 
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A MEDICAL HISTORY OF 
GREENVILLE COUNTY 


The present day rapidity of medical prog- 
ress in no way lessens the need for knowledge 
of the events of the past which led up to 
today’s developments. This idea is acceptable 
to all thinking people, although a relatively 
small number of the members of our profes- 
sion show any great interest in the history of 
medicine. This is unfortunate at a time when 
not only the practices and techniques of medi- 
cine are changing daily, but also the whole 
relationship of medicine to society and the 
whole outlook of society on medicine. 

Dr. Decherd Guess of Greenville has long 
been interested in medical histories and par- 
ticularly in the history of his own city. He has 
composed a history of Greenville County 
which is a valuable addition to the medical 
history of the State. Already some chapters of 
this History have appeared in this Journal, and 
now the completed volume comes from the 
press at Greenville in a pleasing form and an 
interesting content. 

This book takes up not only the story of the 
prominent individuals of the area, but also 
traces the trends and changes which have 
come to pass over the last hundred and fifty 
years or so. Dr. Guess has a gift with pen, and 
a faculty for selecting apt quotations so that 
the combination makes a most readable story 
which should be of interest to all of us in the 
State, and in fact in much wider circles, since 
the history of any large area must be composed 
of the histories of its smaller units. 

Dr. Guess deplores along with others the 
passing of the “giant” in medicine and com- 
pares current regretful statements that the 
whole age lacks heroes. Some of this change 
he attributes to the elevation of ability in 
training above its former level. He ends with 
this word: 

“No one of us may be a giant topping our 
fellows. However every doctor who places the 
good of the patient above every other con- 
sideration and especially above personal 
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profits and personal convenience; who sin- 
cerely tries to keep pace with the advancement 
of medical science and practice within his 
field; and who finds time to explore the ap- 
prehensions and worries of his patients and 
give opportunity for their aeration, such a 
doctor will be a great and good physician.” 


THE DOCTOR IN PUBLIC AFFAIRS 


At the meeting of the American Medical 
Association in Dallas last December, Dr. 
Louis Orr, President of the Association, 
emphasized the fact that doctors cannot pass 
their political responsibilities to others. He 
warned that if the physician valued his na- 
tion’s high standard of medical care, he must 
not ignore the social, economic and _ political 
issues which affect the practice of medicine. 
He stated that politics was an activity which 
called for the concern and contribution of the 
highest type of citizen, as the doctor is gen- 
erally esteemed to be. 

He also urged that we physicians be con- 
cerned with explaining the stand of medicine 
in matters related to the general public, that 
we be positive in our approach rather than 
always in opposition to something. He said 
that in only one instance did the AMA actively 
oppose current legislation, that is in the case 
of the Forand Bill, which was considered by 
all medical authorities completely unsound. 


In South Carolina doctors take very con- 
siderable parts in civic and community activi- 
ties. It is not unlikely that they could do much 
more to partcipate in affairs that concern them 
as well as the next citizen. The doctors have 
also made the beginning of an effort to bring 
before the public a better knowledge of the 
concerns and activities of medicine in organ- 
ized form, and it is anticipated that this 
activity will be pursued more and more as 
time passes. Certainly we are all subject to 
many misunderstandings on the part of even 
our good friends, and anything that we can do 
to make matters clearer and obviously above- 


25 








board will react to the benefit of the whole 
profession as well as the country as a whole. 


THE INDEX 

The Index which appeared in the De- 
cember 1959 issue of the Journal was compiled 
almost entirely by the efforts of Miss Elizabeth 
Williams of the Library of the Medical Col- 
lege of South Carolina. Miss Williams has 
been good enough in the past to work with the 
Journal in the preparation of a proper Index, 
and it is the feeling of the editor that there 
has been a tremendous improvement in the 
status of this necessary department of the 
Journal. The Editorial Board wishes to ac- 
knowledge its indebtedness to Miss Williams, 
and to bespeak her continued interest in this 
activity. 


ASSOCIATION'S TELEVISION 
PROGRAM 

The initial program selected for the series 
of television shows sponsored by The South 
Medical 
“House Call” is based on “Care of the Aged”. 
This program appeared in Greenville on 
WFBC-TV on November 22. The following 
doctors participated: Dr. John Fewell, Dr. 
Leon Marder and Dr. George Wilkinson, Jr. 
The same program has been placed on video 
tape at WUSN, Channel 2, Charleston and 
was presented in mid-December. The doc- 
tors participating were Dr. George Durst, Dr. 
Charlton deSaussure and Dr. Robert Wilson. 


Carolina Association known as 


It was arranged to have an announcement 
story on the series in the Charleston Evening 
Post. 

This theme will also be developed on pro- 
grams on WIS, Columbia, WSPA, Spartanburg 
and WRTW, Florence. Tentative scheduling 
places these programs in January. It is antici- 
pated that shows will be established on a 
regular monthly basis on all five stations by 
February. 

The following topics have been considered 


suggestions for others are welcomed by the 
Public Relations Consultant: Food Faddism; 
Cancer, Related Research and Treatment; 
Rising Costs of Hospital and Medical Care; 
Heart Disease, Related Research and Treat- 
ment; Why Medicine is Organized. 

The doctors on the programs will serve as 
their own authorities on scientific matters and 
the consulting agency will endeavor to have 
members of the Cancer Society and the Heart 
Association on the programs concerning these 
particular fields, and will furnish outlines of 
scripts which may be modified by the par- 
ticipating physicians. This is in line with 
AMA’s official policy of cooperating with other 
interested groups. 


HAPPY NEW YEAR? 
Under the title “A dim view’, the following 
editorial gives thought for gloom— 

“It hardly can be disputed that the United States 
is suffering from numerous ills. Thoughtful citizens, 
asked to sum up the state of the union, are likely to 
produce statements that contain little cheer. 

One exceptionally gifted and candid American has 
made such a statement. He is George F. Kennan, 
former U. S. Ambassador to Russia. Speaking recently 
in Washington, Mr. Kennan said: 

“If you ask me—as a historian, let us say— 
whether a country in the state this country is in to- 
day, with no highly developed sense of national pur- 
pose, with the overwhelming accent of life on personal 
comfort and amusement, with a dearth of public ser- 
vices and a surfeit of privately sold gadgetry, with a 


chaotic transportation system, with its great urban 
areas being gradually disintegrated by the headlong 


switch to motor transportation, with an educational 
system where quality has been extensively sacrificed 
to quantity, and with insufficient social discipline 
even to keep its major industries functioning without 
grievous interruptions—if you ask me whether such 
a country has, over the long run, good chances of 
competing with a purposeful, serious and disciplined 
society such as that of the Soviet Union, I must say 
the answer is no.” 

“This is a pessimistic view. But the glaring national 
faults which Mr. Kennan cites do not provide a basis 
for optimism.” 

Charleston News and Courier 
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MINUTES OF COUNCIL MEETING 

A special meeting of Ccuncil was held at the Col- 
umbia Hotei on October 7, 1959. The meeting was 
called to order at 2:40 p. m. by the Chairman, Dr. 
Charles Wyatt. Members present were Drs. Cain, 
Evatt, Stokes, Wilson, Waring, Johnson, B. Smith, 
Burnside, Fleming, Gressette, Perry, Crawford, Scurry, 
Brewer and Mr. M. L. Meadors. 

The minutes of the several meetings of Council 
held in May 1959 during the Annual Session of the 
State Association in Columbia were approved as pub- 
lished. 

The Chairman announced that the first order of 
business would be the consideration of a request frem 
certain radiologists in Spartanburg County, now con- 
cerned in a suit-at-law, to direct the Counsel of the 
Association, Mr. M. L. Meadcrs, to file a brief as a 
friend of the court. Mr. Meadors gave a resume of 
the litigation, the ruling of the Attorney General, and 
the request of the plaintiffs. Drs. Fleming and John- 
sen of Spartanburg County gave further information 
regarding the situation, after which a general dis- 
cussion ensued. 

It was then moved by Dr. Gressette that Council 
direct the Counsel to file a brief as a friend of the 
court in support of the radiologists, pointing out that 
the institutions cannot engage in the practice of medi- 
cine, that individual physicians should make charges 
directly for professional services, and that the in- 
stituticns should make other charges to the patient 
for their cost in rendering such service. After some 
further discussion — this unanimously 
adopted. 

Dr. Clay Evatt then reported for the Insurance 
Committee and presented an office overhead policy, 
which was approved. He then presented a proposal 
for a high limit accidental death policy, which was 
likewise approved. The Executive Secretary was 
directed to write a letter to the insurance brcker 
notifying him of this action, which could be used in 
their prospectus for these policies. 

Mr. Macon P. Miller and a delegation representing 
the South Carolina Chamber of Commerce appeared 
before Council regarding the proposed fee schedule 


motion was 


for compensation cases. It was pointed out that the 
average payment to physicians in South Carolina was 
substantially higher than in either North Carolina or 
in Georgia, and it was further pointed out that the 
number of such cases in South Carolina was con- 
siderably lower than the total number of compensation 
cases in North Carolina. This matter was referred to 
a special committee of Council for further study, to 
consist of three members appointed by the Chairman 
and to meet and consider the matter in conjunction 
with a committee from the South Carolina Chamber 
of Commerce. The Chairman appointed Dr. J. P. Cain, 
Chairman of this special committee to serve along 
with Dr. I. Howard Stokes and Dr. R. L. Crawford. 

A letter from Dr. William H. Prioleau, Chairman of 
the Program Committee in regard to honoraria for 
speakers was read and received as information. 
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It was announced that the Annual Meeting of the 
Association would be held in Myrtle Beach, S. C. on 
May 17, 18, and 19, 1960. Council approved the 
modified American Plan offered by the Ocean Forest 
Hotel, the daily charges to include breakfast and the 
evening meal but not the midday meal. 

Dr. Bachman Smith made a suggestion regarding 
the Annual Association Meeting, to the effect that 
reference committees meet immediately after the ad- 
journment of the House of Delegates, at approxi- 
mately 5 p. m., so that the evenings would be free. 
He a!so suggested that a President’s breakfast be held 
at 9 a. m. Thursday morning and at this time the 
Annual Address of the President and the report of 
the Memorial Committee be presented, to be followed 
later by the beginning of the Scientific Session. These 
matters were referred to the Program Committee. 


It was announced that the special committee to 
meet with Dr. Whitten and consider his problems 
regarding the Whitten Village was to consist of Dr. 
George Wilkerson, Chairman, Dr. D. L. Smith, and 
another member to be named by these two physicians. 


It was then pointed out that the various com- 
mittees authorized by Council for the Blue Cross and 
Blue Shield Plan in each district had not yet been 
completed, and the Councilors from the various 
districts were asked to complete this assignment as 
soon as possible. 

Dr. George B. Johnson, Delegate to the A. M. A., 
reported that a number of the Southeastern states 
had been asked to act as joint hosts along with 
Florida for the Annual Meeting of the American Medi- 
cal Association to be held in Miami in 1960. Dr. 
Johnson requested an appropriation for $500.00 for 
entertainment purposes during this meeting, and this 
request was granted. 

It was announced that the Law-Science Institute 
was to hold a symposium in Charleston on March 
21-22, 1960; this was approved and endorsed pro- 
vided it met with a like action from the Charleston 
County Medical Society. 

Mr. M. L. Meadors was then elected Executive 
Secretary for 1960 and Dr. J. I. Waring was elected 
Editor of the Journal for the year 1960. 

The budget was adopted for the calendar year 
1960. (Budget printed in November 1959 Number of 
The Journal. ) 

Dr. J. I. Waring then reminded the Council that it 
had been the policy to send the Journal to all Senior 
Medical Students and all members of hospital resident 
staffs in approved hospitals throughout the state and 
if Council approved he would continue this policy. It 
was approved. 

Dr. Waring reported on the progress of the program 
for Public Relations, and announced that six TV 
Programs had been arranged to be broadcasted in 
several different parts of the state, with programs de- 
voted to the problems of the aged and various other 
health problems. 

Dr. Wilson suggested the possibility of the State 
Medical Association appointing a panel of specialists 
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for help in malpractice cases. No action was taken on 
this but it was pointed out that the Councilor in each 
district had been directed to set up such individual 
committees. 

Mr. M. L. Meadors announced that a bill requiring 
hospitals to furnish records to certain authorized per- 
sons was to be brought up in the legislature. This was 
referred to the Legislative Committee; it was the 
concensus of Council that no opposition to this bill 
be offered. 

A suggestion that Today’s Health be sent to all 
members of the State Legislature, all Congressmen, 
and the two United States Senators was approved and 
the Executive Secretary was directed to send a one 
year’s subscription to this magazine to all of these 
individuals. 

Dr. J. P. Cain noted that the President of the 
Association was Ex-officio Chairman of the Medical 
Department for Civilian Defense, and he thought that 
a permanent Chairman for this position was a much 


BLUE CROSS. 





Dissatisfactions with the assignment of benefits 
under Blue Cross contracts arise usually from a lack 
of familiarity with the coverage provided by the 
several contracts or from a failure of a contract to 
provide more completely for various diagnostic pro- 
cedures, including those relating to recognized illness, 
those which are a follow-up, and those of a more or 
less routine character. 

It would be fine if one’s desires and one’s in- 
clination could determine the extent of insurance 
coverage. However, that can never be. It would be 
too costly to receive support. There would continue 
to be excessive and unnecessary utilization. There 
would continue to be instances of selfish desire to 
recover in services, whether needed or not, all that 
had been expended for the insurance. 

The following letters deal with irritating problems 
which have come up in administering claims. They 
are illustrative of the continuing effort which is made 
by the Plan to clarify contract coverages. 


Dear Doctor: 


It would be fine if we could concur in your 
opinion that “most doctors do not abuse the insurance 
benefits due his patients and that very little, if any, 
unnecessary diagnostic work is done.” We have 
learned differently from an extensive experience. 
Actually, the statement as you made it is really two 
statements; namely, the first refers to abuse, which 
we refer to as overutiiization or misutilization; the 
second refers to diagnostic studies, in relation to in- 
surance coverage. 
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wiser plan to follow. Dr. Wyatt, former Chairman, 
was likewise in favor of this course, and pointed out 
that the Chairman should certainly live in or near 
Columbia. It was pointed out that this matter had 
been approved by a resolution of the House of Dele- 
gates, and that the President was authorized to ap- 
point a deputy to act in his stead. 

Dr. Gressette reported that it was his understanding 
that the American Association of Nurses had an- 
nounced their support of the Forand Bill. The Chair- 
man of Council was directed to appoint a Committee 
of three to confer with officers of the State Associa- 
tion of Nurses in this regard, and to inform them of 
the stand of the Medical Association in respect to 
this bill. 

There was no further business and Council ad- 
journed at 6 p. m. 


Respectfully submitted, 
. Robert Wilson, M. D. 


All over the country, there is too much hospitaliza- 
tion, unnecessary hospitalization, too long hospitaliza- 
tion, and hospitalization in order to have diagnostic 
studies of various kinds made—mostly by x-ray. In 
the case of hospital admissions primarily for x-ray 
studies, no fault is found by Blue Cross with the fact 
that such studies are made. (My personal feeling is 
that entirely too much diagnostic x-ray exposures are 
made, too often with little or no indications and too 
often repeated, again with little or no indications. 
Several x-ray men share my view. But that is not an 
insurance matter. ) 

The complaint directed at Blue Cross is based upon 
the fact that Blue Cross contracts provide very 
minimal benefits for hospital admissions primarily for 
x-ray and other diagnostic studies. Although that is 
the case, many admissions are for that purpose—hos- 
pital admissions for studies which could be done 
equally as well on an out-patient basis. That fact in 
turn is not the concern of Blue Cross, although it 
serves to increase the costs of medical care, per se; 
it makes more hospital beds necessary in any given 
community, at a tremendously unnecessary cost to 
the taxpayers who build the hospitals, and it re- 
moves maintenance and operation costs of x-ray 
laboratories from the area of private enterprise to 
that of public facilities. 

What concerns Blue Cross is that such unneces- 
sary admissions are made with the expectation or 
the hope that Blue Cross will grant hospital benefits. 
The hope may be based on lack of understanding of 
the extent of insurance coverage. This may apply to 
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the doctor, to the patient, or to both. The hope is 
frequently encouraged by various subterfuges: ad- 
missions with a legitimate diagnosis, but with x-ray 
examinations ranging far afield from that diagnosis, 
and so often with a hospital stay so short that the 
true reason for admission is indicated. Rare it is that 
the doctor indicates on the hospital chart, that ad- 
mission had been made primarily for diagnostic 
studies of various kinds. Equally as rare is it, after 
the Claims Department has studied the case, using 
hospital records and at times other sources of in- 
formation, and has concluded that admission was 
primarily for diagnostic study, or that various diag- 
nostic studies had been made, which had no reference 
to or connection with the primary reason for hos- 
pitalization, that the doctor does not request a re- 
versal of the ruling against allowing benefits. At 
times this is done pleasantly and in a spirit of co- 
operation. More often it is done in anger, and rudely, 
and often insultingly. It is remarkable how often the 
request for a review of a case shows a complete lack 
of understanding of the provisions of the contract. 

On the basis of your statement that the barium 
enema was indicated in ascertaining the nature of an 
acute illness, I have advised that benefits for it be 
allowed. Note, I say advised. I do not have the power 
to make a ruling or to instruct, even though a clerk 
frequently states that I have “ruled.” 

x xX X 
Dear Sir: 

Thank you for your letter addressed to the Plan. 
It has been referred to me for reply. 

First, let me say that our use of the terms “diag- 
nostic care” and “diagnostic admission” are un- 
fortunate. They crept into usage because they are 
short, and we thought at first, easy to understand. We 
are trying to eliminate them from our vocabulary, be- 
cause our subscribers and many of our doctors do not 
seem to understand them. 

“Hospital service” is defined in Article I of the 
Subscription Assuming the limitations 
therein referred to (one of these is in Article III, 
Section B, Paragraph 2) hospital service is hospital 
care to members who are bed patients. That means 


Agreement. 


patients who are necessarily or wisely bed patients, in 
contradistinction to ambulatory patients. The primary 
purpose of Blue Cross is to furnish hospital service 
as so defined and limited. 

However, to meet a demand, a special type of hos- 
pital service is provided. Benefits are minimal. This 
special service is defined in Article III, Section B, 
Paragraph 2. It says: “For admissions . primarily 
for diagnostic studies, x-ray examinations, laboratory 
examinations, basal metabolic tests, or electrocardio- 
grams, South Carolina Hospital Service Plan will 
provide an allowance against the hospital bill. . . as 
follows: Up to $10 for the first day of hospitaliza- 
tion. . . etc.” 

You can readily see how it came about that in our 
parlance such admissions came to be called “diagnostic 
admissions.” The things referred to are diagnostic 
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precedures, just as counting the pulse, taking the 
temperature, or listening to the heart sounds are 
diagnostic. 

Actually, the examinations referred to are often 
made in the x-ray doctors’ office away from the hos- 
pital. Now most of our x-ray laboratories are in hos- 
pitals. 

With regard to your case. You entered the hospital 
at 4:55 P. M. one afternoon. You had the x-ray ex- 
amination the next day. You left the hospital on the 
morning of the third day. 

It appeared to us that you were sent to the hospital 
primarily for x-ray examination. If that be true, you 
very properly received credit of $18 on your hospital 
bill. (The day of admission and day of discharge 
count as one day. ) 

You probably would have understood this better if 
we had simply said that it seemed that you were ad- 
mitted primarily for x-ray examination. 

Xx X X 
Dear Doctor: 

Your letter to me and a copy of our Mr. Masters’ 
letter to your partner have both been read carefully, 
and frankly I cannot understand just what is the 
cause of your anger, if that is the right word. The 
only clue I find is your statement, “I can definitely 
assure you that neither the patient, the family nor 
his physicians had any idea that the situation was 
present on February 1, when the Dread Disease 
Endorsement went into effect.” 

That statement seems to imply that either Mr. 
Masters or I had charged, suspected, or believed that 
some one of you knew of or suspected the presence 
of cancer on February 1. Mr. Masters certainly made 
no such insinuation on his own. If his letter carried 
that idea, it was contained in his statement of my 
opinion of the case. That opinion was that the con- 
dition must have already been present on February 
1 — not that any one concerned knew of its pres- 
ence. Because of the melena which was discovered on 
March 5, it was to be believed that the primary con- 
dition had been present at least one month previously. 
Your partner said almost the same thing in his report. 
He wrote: “In retrospect, his first sign of carcinoma 
was about March 5, 1959 when melena was dis- 
covered.” 

My note written on the endorsement, in dis- 
approving benefits, was: “Melena—March 5, 1959— 
one month after effective date of endorsement. 
Bleeding in any malignancy is always a relatively 
later symptom. Therefore, the condition must have 
already begun on February 1, 1959, the effective 
date.” 

So many people including intelligent doctors fail 
to differentiate in their thinking the principle “Pre- 
existing” and that of knowledge of pre-existence, 
which are two very different things. The Boards have 
changed the wording of the requirement for a waiting 
period for pre-existing conditions in the contract so 
that it now reads: “Article II, Section C: For any ab- 
normal physical condition, ailment or disease, whether 
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it be known or unknown to the member, which may 
be considered from a medical standpoint to have 
been present in any form on the effective date of the 
contract, or for any complication which may arise 
therefrom. . .” This was done to combat the existing 
confusion. 

Our Dread Disease Endorsement is not so detailed 
or explicit, but its intent is the same. It says in 
Article Il: “The amendment makes available bene- 


fits. . . for specified illnesses to members who contract 
any of the following diseases, after the effective date 
of this rider. . .” 

I sincerely hope that I have clarified the issue. I 
am delighted that you wrote me as you did, and I 
appreciate your restraint. Many of my friends are not 
so considerate nor so self-controlled. 

J. Decherd Guess, M. D. 
Medical Director, Blue Cross and Blue Shield 





a Voice or a vote. 





The South Carolina Medical Association urges you to 


FIGHT FORAND 


Send a handwritten letter to your congressmen and any others who may have 








ACTIONS OF THE HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
THIRTEENTH CLINICAL MEETING 

DECEMBER 1-4, 1959 
DALLAS, TEXAS 

Freedom of choice of physician, relations between 
physicians and hospitals, a scholarship program for 
deserving medical students and relative value studies 
of medical services were among the major subjects 
acted upon by the House of Delegates at the American 
Medical Association’s Thirteenth Clinical Meeting 
held December 1-4 in Dallas. 

Speaking at the opening session of the House, Dr. 
Louis M. Orr of Orlando, Fla., A.M.A. President, 
urged the nation’s physicians to take a more active 
interest in the whole area of politics, public affairs 
and community life. Dr. Orr also asked physicians and 
medical societies to do a more effective job of telling 
medicine’s positive story, adding that “if more people 
knew more about the things we support and en- 
courage, they would listen to us much more carefully 
about those occasional things that we oppose.” 

Two nationally known political leaders from Texas 
also addressed the Tuesday morning session. Senator 
Lyndon B. Johnson, majority leader in the U. S. 
Senate, called for a “politics of unity” which will 
enable Americans to exert strength and determination 
in an effort to create a world in which all men can be 
free. Speaker of the U. S. House of Representatives 
Sam Rayburn urged greater attention to the task of 
educating young people in the principles of American 
government and giving them a desire to perpetuate it. 


FREEDOM OF CHOICE 


In considering four resolutions which in various 
ways would have changed or replaced the statements 
on freedom of choice of physician which the House 
adopted in June, 1959, when acting upon the recom- 
mendations in the report of the Commission in Medi- 
cal Care Plans, the House reaffirmed the following 
two statements approved in Atlantic City: 

1. “The American Medical Association believes 
that free choice of physician is the right of very 
individual and one which he should be free to exer- 
cise as he chooses.” 

2. “Each individual should be accorded the 
privilege to select and change his physician at will or 
to select his preferred system of medical care, and the 
American Medical Association vigorously supports the 
right of the individual to choose between these alter- 
natives.” 

However, in order to clarify and strengthen its 
position on the issue of freedom of choice of physician, 
the House also adopted this additional statement 
which was submitted as a substitute amendment on 
the floor of the House: 

3. “Lest there be any misinterpretation, we state 
unequivocally that the American Medical Association 
firmly subscribes to freedom of choice of physician 
and free competition among physicians as being pre- 
requisites to optimal medical care. The benefits of anv 
system which provides medical care must be judged 
on the degree to which it allows of, or abridges, such 
freedom of choice and such competition.” 
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PHYSICIAN-HOSPITAL RELATIONS 

The House received 12 resolutions on the subject 
of relationships between physicians and_ hospitals. 
To resolve any doubt about its position, the House 
did not act upon any of the resolutions but instead 
reaffirmed the 1951 “Guides for Conduct of Physi- 
cians in Relationships with Institutions.” It also de- 
clared that “all subsequent or inconsistent actions are 
considered superceded.” 

The House also accepted recommendations that 
(1) the House of Delegates acknowledge the need 
to strengthen relationships with hospitals by action at 
state and local levels, (2) the Board of Trustees of 
the Association continue to maintain liaison with the 
Board of Trustees of the American Hospital Associa- 
tion, and (3) the Council on Medical Service review 
this entire problem to ascertain if there have been 
actions inconsistent with the 1951 Guides. 

Those Guides summarize the following general 
principles as a basis for adjusting controversies: 

“1. A physician should not dispose of his profes- 
sional attainments or services to any hospital, corpora- 
tion or lay body by whatever name called or how- 
ever organized under terms or conditions which per- 
mit the sale of the services of that physician by such 
agency for a fee. 

“2. Where a hospital is not selling the services of 
a physician, the financial arrangement if any between 
the hospital and the physician properly may be placed 
on any mutually satisfactory basis. This refers to the 
remuneration of a physician for teaching or research 
or charitable services or the like. Corporations or other 
lay bodies may provide such services and employ or 
otherwise engage doctors for those purposes. 

“3. The practice of anesthesiology, pathology, phy- 
sical medicine and radiology are an integral part of 
the practice of medicine in the same category as the 
practice of surgery, internal medicine or any other 
designated field of medicine.” 

SCHOLARSHIP PROGRAM 

To help meet the need for an increasing number of 
physicians in the future, the House approved the 
creation of a special study committee which was asked 
to: 

1. Present a scholarship program, its development, 
administration and the role of the American Medical 
Association in fulfilling it. 

2. Ascertain the maximum to medical 
schools could expand their student bodies while main- 
taining the quality of medical education. 

8. Ascertain what universities can support new 
medical schools with qualified students and sufficient 
clinical material for teaching—either on a two year 
or a full four year basis. 

4. Investigate the securing of competent medical 
faculties. 

5. Investigate financing of expansion and establish- 


which 


ment of medical schools. 

6. Investigate financing of medical education as to 
the most economical methods of obtaining high qual- 
ity medical training. 
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7. Develop methods of getting well-qualified stu- 
dents to undertake the study of medicine. 

8. Investigate the possibility of relaxing rigid 
geographic restrictions on the admission of students 
to medical schools. 

The House urged that the special committee be 
implemented promptly with adequate funds and staff 
so that it may make an initial report by June, 1960. 

RELATIVE VALUE STUDIES 

Reaffirming a previous policy statement, the House 
approved in principle the conducting of relative value 
studies by each state medical society, rather than a 
nationwide study or a series of regional studies by the 
A.M.A. The House also reiterated its authorization for 
the Committee on Medical Practices to inform each 
state medical association, through regional or other 
meetings, of the purpose, scope and objectives of such 
studies, the steps to be followed in conducting studies, 
the problems which may be encountered and the man- 
ner in which the results can be applied. 

The House recognized, however, that some state 
medical societies are either not interested in relative 
value studies or are actively opposed to them. It 
pointed out that some state medical associations fear 
that the regional conferences of the Committee on 
Medical Practices will put pressure on them to carry 
out such studies and that this will result in the 
adoption of “fixed fees.” 

Since the regional conferences are educational in 
nature, the House said, it remains for each state or 
county medical association to accept or reject the 
idea of a study in its area. 

The House expressed awareness of the fact that 
this is still a controversial matter. However, it com- 
mended the Committee on Medical Practices for its 
effort to carry out the instructions of the House, and 
it urged the committee to continue its educational 
work. 

MISCELLANEOUS ACTIONS 

In considering 44 resolutions and a large volume 
of annual, supplementary and special reports, the 
House also: 


Called for investigation of the need, desirability and 


feasibility of establishing a home for aged and retired 
physicians; 

Registered a strong protest to the Veterans Ad- 
ministration, urging stricter screening of non-service- 
connected disability patients admitted to government 
hospitals; 

Reiterated the Association’s support of the Blue 
Shield concept and directed the Council on Medical 
Service to submit at the June, 1960, meeting its 
recommendations concerning a policy statement on 
A.M.A. relationship with Blue Shield plans; 

Suggested that S.J. Res. 41, a bill which would in- 
stitute a separate program of international medical re- 
search, be delayed until an over-all assessment can be 
made of proposals now before Congress dealing with 
domestic and international medical research; 

Endorsed the program of the Educational Council 
for Foreign Medical Graduates but also urged that 
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judicious consideration be given to local problems 
involved in the July 1, 1960, deadline for certification 
of foreign graduates; 

Urged that medical schools include in their cur- 
ricula a course on the social, political and economic 
aspects of medicine; 

Called upon each individual physician to wage “a 
vigorous, dynamic and uncompromising fight” against 
the Forand type of legislation; 

Urged state and local medical societies and in- 
dividual physicians to implement the A.M.A. program 
for recruitment of high-grade medical students; 

At the Tuesday opening session, six state medical 
societies presented nearly $250,000 to the American 
Medical Education Foundation. The checks turned 
over to Dr. George F. Lull, president of AMEF, 
were: California, $156,562; Indiana, $35,570; New 
York, $19,546; Utah, $10,355; New Jersey, $10,000, 
and Arizona, $9,263. 





NEWS 








JEFFERY WINS AWARD, 
YOUNG IS EDITOR 


Two members of the staff of the research laboratory 
of the U. S. Public Health Service in Columbia have 
received signal honors. 

Dr. Geoffrey M. Jeffery has received the Bailey K. 
Ashford Award given for outstanding work in the field 
of tropical medicine. The award consists of a medal 
and a check for $1,000. 

Dr. Martin D. Young, director of the laboratory, 
has been editor of The American Journal of Tropical 
Medicine and Hygiene for this year. 


H. H. Addlestone, M. D., Alfred E. Rawl, Jr., M. D. 
announce the opening of their office for the practice 
of Radiology at the corner of Cosgrove Ave. and 
Arapahoe St., Charleston Heights. 


STATE BOARD OF HEALTH 

At a regular meeting of the Executive Committee 
of the State Board of Health was held on October 20, 
1959. 

It was moved by Dr. King, seconded by Dr. Hanc- 
kel, that the recommendation of the Hospital Advisory 
Council that 1959-1960 Hill-Burton funds in the 
amount of $500,000.00 be set aside for the Whitten 
Village authorities to assist in the construction of an 
intensive treatment facility for the care of the mentally 
retarded children of South Carolina, be approved. 
Passed. 

It was moved by Dr. King, seconded by Dr. Camp, 
that the recommendation of the Hospital Advisory 
Council that any funds on hand with the Oconee 
County Treasurer in the Oconee County Hospital 
Building Fund account on February 15, 1960, not to 
exceed $100,000.00, be matched from the 1959-1960 
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Reserve and further, that if they fail to use all of the 
mentioned funds any remainder be transferred to 
general category, be approved. Passed. 

It was moved by Dr. King, seconded by Dr. Hanc- 
kel, that the recommendation of the Hospital Ad- 
visory Council that Nicholson Clinic, Edgefield, South 
Carolina, be considered an “existing institution” fcr 
licensing purposes if and when it is re-opened by Dr. 
Nicholson, be approved. Passed. 


THE COASTAL MEDICAL SOCIETY met De- 
cember 10, 1959 at Padgett’s Pond near Williams, 
S. C. An afternoon bird hunt was scheduled. A 
Cocktail Party was given at 6:30 p. m., and the 
meeting followed at 7:30 p. m.. Speaker for the 
occasion was Dr. Bernard Ferrara of Charleston whose 
topic was “Surgical Treatment of Inguinal Herniae 
during Childhood.” 


OFFICERS OF THE CHARLESTON COUNTY 
MEDICAL SOCIETY FOR 1960 


ER a eae eer ee Dr. J. I. Waring 
er ree Dr. Harold Pettit 
Secretary-Treasurer _____~ Dr. R. Maxwell Anderson 


DR. PRICE ADDRESSES MARLBORO 
TB GROUP 


“More progress has been made in the field of medi- 
cine, as well as in other scientific fields, during the 
past 30 years than in any comparable period in the 
world’s history,” Dr. Julian P. Price of Florence told 
the Marlboro County Tuberculosis Association. 

The occasion was the annual dinner meeting of 
the TB Association, held this year in the new Marl- 
boro Electric Cooperative building. 

Introduced by the Rev. Millard H. Osborne of 
McColl, president of the T B Association, Dr. Price 
recounted some of the advances made in the treat- 
ment of many diseases, including tuberculosis. 
“Thirty years ago we had no whooping cough vaccine, 
no tetanus toxoid, no penicillin, no Salk vaccine, no 
sulpha drugs, no cortisone, no antihistamine, and the 
death rate from tuberculosis was tragic,” he said. 

“In the old days it took the pneumonia patient 
weeks to recover, if he did recover. Now with peni- 
cillin he is out again in less than a week; recovery 
from an appendectomy required two or three weeks, 
now the patient is walking within a few hours after 
leaving the operating room. Drugs for the treatment 
of tuberculosis were unheard of.” 

“These very advances have created problems,” Dr. 
Price continued. People are complacent until an epi- 
demic threatens. They neglect to have their children 
immunized against polio and to have themselves and 
their children immunized against many contagious and 
infectious diseases. An alert and constant educational 
and case finding program such as the Tuberculosis 
Association provides is needed.” He cited as another 
grave problem making provision for the older people, 
now that the life span has been lengthened. 
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DR. LEE A. BLAKELY 
TO STUDY AT WALTER REED 

Having recently transferred from the U. S. Air 
Force to the Army, Captain Lee A. Blakely, Jr., is 
now stationed at the Walter Reed Army Medical 
Center, Maryland, where he has started a three year 
residency in dermatology. 

Capt. Blakely, of Clinton, is a graduate of Presby- 
terian College and Bowman Gray School of Medicine, 
and has had one year internship at Walter Reed. He 
has served in hospitals at Bolling and Andrews AFB 
for the past three years. 


$450,000 FOR ANDERSON HOSPITAL 

Anderson County voters said November 3 by a 2 
to 1 margin they were in favor of restoring $450,000 
in funds to the county hospital. 

Results are purely for the guidance of the legisla- 
tive delegation in making additional funds available 
to restore items deleted in the $4,400,000 hospital 
building program. 

If the necessary money is on hand by November 13, 
the county will receive $400,000 in federal Hill-Bur- 
ton funds. 


The building being constructed next to the Garden 
Center, on highway 1 in Leesville, will be the new 
office building of Dr. Bill Speaks. This will be a mod- 


ern, spacious, and lovely building. 


DR. GOODWIN WILL RETIRE 

Dr. C. I. Goodwin, Orangeburg County health 
director since 1946 retired November 17. He was 
succeeded by Dr. Lucius P. Varn, a Branchville 
native, and a local physician. Dr. Gocdwin plans to 
return to his home at Helly Hill. 

He is a Walterboro native and a graduate of The 
Medical College of South Carolina in the Class of 
1911. He practiced at Walterboro and Meggett before 
being called into the U. S. Army Medical Corps in 
1917. He served in France. In 1919, he returned to 
Walterboro for a short time before opening offices at 
Holly Hill, where he practiced for 27 years. In 1946, 
he joined the Public Health Departments of Calhoun 
and Orangeburg counties, but for the past several 
years has worked only in this country. During his 
service, he has seen modern health centers estab- 
lished at eight points in this county and the County 
Health Center here. 

Dr. Varn was graduated from Newberry College in 
1949, and returned to Branchville as high school prin- 
cipal and football coach. Later, he became associated 
with the U. S. Public Health Service. He afterwards 
enroled in the Medical College of South Carolina, 
being graduated in 1955. After a year of practice at 
North, he established his office here. 

HEART UNIT GRANT 

The National Heart Institute has awarded a 
$46,150 grant to Dr. Dale Groom of the Medical Col- 
lege of South Carolina for a five-year study of heart 
sounds. 
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Dr. Groom, an assistant professor at the Medical 
College has been making extensive studies of heart 
sounds to evaluate those not audible in ordinary 
stethoscope examinations. 


GREENE OPENS OFFICES 


Dr. Joe E. Greene, a native of Aiken who for the 
past nine years has been located at Clendenin, West 
Virginia, where he did general practice of medicine, 
opened offices in November at 120 Victoria Street in 
the Professional Building in Greer. 

A graduate of the Medical College of Georgia at 
Augusta where he finished in 1949, Dr. Greene served 
his internship at Georgia Baptist Hospital in Atlanta 
and from there moved to West Virginia to practice. 


DR. A. W. LOWMAN ELECTED 
PRESIDENT SAL SURGEONS 

Dr. A. W. Lowman, of Denmark, was elected presi- 
dent at the 57th annual session of the Seaboard Air 
Line Surgeons, which met at the Francis Marion 
Hotel in Charleston on October 26, 27 and 28. Six 
southern states were represented and approximately 
280 physicians and their families were present. 

The scientific program was presented by the S. C. 
Medical college. Clinics were held at the Medical 
College clinic on Tuesday and Wednesday afternoons. 

The annua! banquet was held in the Francis Marion 
hotel on Tuesday evening. At this time, the past 
presidents were presented a gold medal, which were 
designed with the caduceus encircling the Seaboard 
emblem. 


The following pediatricians have .been accepted 
as Fellows of the American Academy of Pediatrics: 
Walter Lane Ector, Charleston, S. C.; Charles Alston 
James, Columbia, S. C.; and Jack Wylan Rhodes, 
Charleston, S. C. 


DR. R. S. SOLOMON 
Dr. R. S. Solomon of Moncks Corner received 
notification from the national headquarters in Chicago 
that he has been elected a member of the American 
Society of Anesthesiologists. 
This honor is received only by graduate anes- 
thesiologists. 


MEDICAL STUDENTS HEAR TALKS 
BY DR. C. N. WYATT 

Dr. Charles N. Wyatt of Greenville, chairman of 
the Council of the S. C. State Medical Association 
addressed the senior medical students of the Medical 
College of South Carolina recently. 

His topic was “Medical Societies and Professional 
Groups, Their Organization and Importance.” 

Dr. Wyatt is a past president of the Greenville 
County Medical Society and the Tri-State Medical 
Association. He has served as a delegate to the Amer- 
ican Medical Association from South Carolina and 
was one of the founders of the South Carolina chapter 
of the American Academy of General Practice, serving 
as its president in 1957. 
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SEVEN DOCTORS NAMED TO LAURENS 
HOSPITAL BOARD 


The 7-man medical staff at the Laurens County 
Hospital has won a place on the hospital’s board of 
trustees in a compromise agreement that smoothed 
out a long-standing dispute. 

Six of the seven members of the medical staff had 
indicated they would curtail their services at the hos- 
pital by declining to treat charity patients unless an 
agreement was reached. 

An outright walkout by the doctors also had been 
rumored. 

The doctors had complained that certain ad- 
ministrative and professional operations at the hos- 
pital damaged its efficiency and its services to pa- 
tients. 

An agreement was achieved when the Laurens 
County legislative delegation, somewhat reversing a 
previous stand, agreed to place a member of the 
medical staff on the 14-member board. 

Dr. Julian Atkinson was recommended by fellow 
staff members. State Rep. Justin Bridges said today 
that Dr. Atkinson’s appointment to the board has 
been approved by the legislators. 

The compromise also includes a liaison group com- 
posed of two medical staff members and two mem- 
bers of the board of trustees. The group will meet 
prior to each board meeting to air complaints and 
suggestions about hospital operations. 

Dr. M. B. Nickles, chief of the medical staff, said 
the doctors believe the compromise will result in 
better services by the hospital. 

Services at the hospital were never curtailed during 
the dispute. 


DR YOUNG HONORED 


Dr. James R. Young, director of Rose E. Ramer 
Cancer Clinic of Anderson Memorial Hospital, Ander- 
son, has been elected a director of the American Can- 
cer Society by delegates to the annual meeting of the 
society in New York City. Long active in cancer con- 
trol, Dr. Young is a member of the board of directors 
and the executive committee of the South Carolina 
Division of the American Cancer Society. He is a past 
president, past chairman of the board of directors and 
the executive committee of the division. In 1947, he 
received the society’s annual national division award 
for distinguished service in cancer control. He is a 
past president of the South Carolina Medical Associa- 
tion and of the Southeastern Surgical Congress. 


MEDICAL SOCIETY OF SOUTH CAROLINA 
OFFICERS 1960-1961 


| oe eee Dr. A. J. Buist, Jr. 
Vice-President __.._.------- Dr. Ralph R. Coleman 
Secretary-Treasurer .............-- Dr. F. M. Ball 
IN a ectahi ce Go casa cacmeicneie Dr. J. I. Waring 


DRUG HOUSES CLEARED 

Eli Lilly and Company President Eugene N. Bees- 
ley has issued the following statement concerning a 
United States District Court’s dismissal of antitrust 
charges against Lilly and fcur other polio vaccine 
producers: 

“Of course, all of us at Lilly are pleased by the 
court’s decision that the poliomyelitis vaccine anti- 
trust suit was so completely without basis that it was 
not even worthy of jury consideration. When the suit 
was first brought, we labeled it “complete nonsense’ 
and we never had any doubt as to what the result 
would be. 

“We cannot help being deeply concerned that 
reputable business firms can be subjected to this kind 
of baseless attack. The harm done in terms of damage 
to public reputation by the mere bringing of the suit 
is incalculable. The waste of company executives’ 
time and the expense of litigating such insupportable 
charges are deplorable.” 

In the United States District Court in Trenton, New 
Jersey, the Justice Department had charged that the 
five defendant manufacturers had conspired to fix 
prices of the vaccine. Judge Phillip Forman agreed 
with the defense attorneys that the Government had 
not proved its case and dismissed the suit wthout 
sending it to the jury. 


Dr. Charles H. Epting announces the removal of 
his office to 2120 Rosewood Drive, Columbia, South 
Carolina. Practice limited to Orthopedics. By appoint- 
ment ALpine 2-6267. 

The Saul Alexander Foundation has again con- 
tributed funds towards the establishment of a new 
service at the Medical College of South Carolina. 

A grant of $4,500 has been made to the Medical 
College of South Carolina for establishment of a 
Laboratory of Psychological Services at the Medical 
College Hospital. The Grant was included in a total 
of $22,970 distributed by the foundation for religious, 
educational, charitable and benevolent purposes. 

A psychological laboratory, through the setting up 
of statistics and research methodology, is an integral 
and import part of modern-day research. Such a lab- 
oratory at the Medical College would broaden that 
institution’s research projects. 

In the future the laboratory would help make it 
possible to set up an internship program for clinical 
psychologists, in great demand. 

The grant is towards the cost of the first year’s 
operation of the laboratory, which has been estimated 
to be $15,000. In its request, the Department of 
Psychiatry said that the state’s Division of Vocational 
Rehabilitation has indicated interest in the project 
and willingness to match funds procured elsewhere 
on a 70-30 basis, which would provide the additional 
$10,500. 








Dr. L. W. Blackmon has moved his office from 
1420 Lady St. to 1516 Gregg St., Columbia. 
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YORK COUNTY 

Dr. James L. Simpson has been elected president 
of the York County Medical Association for the 
coming term. 

The Rock Hill obstetrician replaces out-going 
President Dr. William A. Matthews. 

Selected to serve with Simpscn were Dr. W. H. 
Williams, Jr., as vice-president and Dr. W. R. Ward, 
Jr. as secretary. Both men are Rock Hill residents. 

In other action at the association’s session Monday 
night, a committee under the direction of Dr. Sam 
G. Lowe, Jr., was appointed to select a York County 
Civil Defense medical team. 

At present, Dr. Lowe is director of Region E in 
the South Carolina Civil Defense network. 





DR. EVANS RESUMES PRACTICE 
Dr. William Evans, Bennettsville, has returned 
home from Veterans Hospite] in Salisbury, North 
Carolina, where he has been a patient since July. 


STAMP ISSUE TO HONOR DR. McDOWELL 

A special commemorative stamp honoring Dr. 
Ephraim McDowell was issued December, 1959, at 
Danville, Ky., on the 150th anniversary of the first 
successful ovariotomy, which Dr. McDowell per- 
formed on Christmas Day, 1809, according to word 
received by the Southern Medical Association from 
Sen. Thruston B. Morton, of Kentucky. Dr. McDow- 
ell’s portrait is shown. 


DR. DORNEY SPEAKS 
Dr. Edward R. Dorney, of Emory Universitv 
Cardiac Clinic was the speaker at the November 
meeting of the Anderson County Medical Socety. 


MILLION-DOLLAR RESEARCH CENTER 
PLANNED BY MEDICAL COLLEGE 

Plans have been announced for construction of a 
million-dollar research building for the Medical Col- 
lege of South Carolina. 

Dr. Kenneth M. Lynch, president of the Medical 
College, told the State Budget and Control Board in 
that the structure will be financed by bond credits 
and matching federal funds. He said, however, that 
funds for staff personnel will be sought from the 
state later. 

Dr. Lynch said the center will “cover almost the 
entire field of scientific medicine,” with cancer and 
heart disease “heavily emphasized.” 

Dr. Lynch and other officials of the college ap- 
peared before the Board to discuss appropriation re- 
quests for the next fiscal year. They asked for state 
funds of $1,235,000, an increase of about $40,000 over 
the current budget. For the hospital itself, they sought 
$1,317,524, a decrease of about $150,000 from the 
current state allocation. 

Dr. Lynch said an increase in patient income at 
the Medical College Hospital has offset growing costs 
of operating such an institution. 

He told of the fine cooperation between the Medical 
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“How Are The Cash Patients Doctor?” 


College and Charleston County in providing additional 
costs for the care of charity patients transferred from 
Roper Hospital. 

He said the county pays $18 a day for county- 
supported patients. 

He said the medical college is receiving nearly a 
million dollars from outside sources and that it has 
54 national research projects under way for which 
grants have been obtained. : 

Gov. Hollings, a member of the Budget and Control 
Board, termed the proposed research center “a good 
program.” 

Dr. Lynch explained that the hospital is “just reach- 
ing maturity” and “is in full bloom from top to bot- 
tom.” 


The nationwide Blue Shield Plans and their spon- 
soring medical societies have registered outstanding 
progress in implementing the American Medical Asso- 
ciation resolution—passed one year ago today— call- 
ing for the development of medical care coverage for 
the aged by voluntary means, John W. Castellucci, 
executive vice president of the National Association 
of Blue Shield Plans said recently in Chicago. 

“We have just completed a special survey in order 
to determine the progress made by Blue Shield Plans 
since the passage of the AMA resolution last De- 
cember 4 and the results are most encouraging,” 
Castellucci reported. 

“Only eight of the 67 Blue Shield Plans located in 
the United States, with only two per cent of total 
Blue Shield membership, have no programs for senior 
citizens in the works at the present time,” he noted. 

Castellucci said that the remaining 59 Plans either 
have special aged programs already being offered in 
their areas, or have programs in various stages of de- 
velopment. 
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ANNOUNCEMENTS 





The 1960 Watts Hospital Medical and Surgical 
Symposium will be held on Wednesday and Thursday, 
February 10 and 11. 


The VII Congress of the Pan-American Medical 
Women’s Alliance will be held in San Juan, Puerto 
Rico, June 3-8, 1960. Headquarters will be at the 
Condado Beach Hotel. Women physicians of North, 
Middle, and South America are cordially invited to 
become members and to attend the Congresses which 
are held every two years alternately in North, Middle, 
and South America. 

Hilla Sheriff, M. D., 
Publicity Chairman 
Address: 
S. C. State Board of Health 
435 Wade Hampton State Office Bldg. 


POSTGRADUATE COURSE ON DISEASES 
OF THE CHEST 
The Council on Postgraduate Medical Education 
of the American College of Chest Physicians will 
present the 13th Annual Postgraduate Course on Dis- 
eases of the Chest at the Sheraton Hotel, Phila- 
delphia, March 14-18, 1960. 


We are recruiting a Welfare Medical Director to 
administer the medical program established in the 
Connecticut State Welfare Department. The candi- 
date is required to have five years of experience in 
general practice, preferably in public health. He will 
be responsible for initiating studies relative to medi- 
cal costs, including hospital and convalescent care 
and will maintain liaison contacts with the State 
Medical Society, State Dental Association, State 
Health Department, and other medical sccieties and 
institutions. 

He will supervise an Assistant Medical Director, 
and Medical Social Work, Dental and Pharmacy Con- 
sultants with related staff. 

The salary range is $10,260 to $13,320. 

Bernard Shapiro 
Commissioner, State Welfare Department 
Hartford 15, Conn. 


THE AMERICAN ACADEMY OF 
GENERAL PRACTICE 

The American Academy of General Practice will 
hold its 12th Annual Scientific Assembly, March 
21-24, 1960, in Philadelphia’s Convention Hall. More 
than 4,000 family doctors and 3,000 residents, interns, 
exhibitors and wives will attend the four-day pro- 
gram highlighting recent progress in medicine and 
surgery. The Academy has more than 26,000 family 
doctor members and is the nation’s second largest 
medical association. 
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American College of Allergists Graduate In- 
structional Course and Annual Congress, February 28 
to March 4, 1960, The Americana Hotel, Bal Harbour, 
Miami Beach, Florida. For information contact, John 
D. Gillaspie, M. D., Treasurer, 2049 Broadway, 
Boulder, Colorado. 


MOVIE TAGS MEDICAL ASSISTANT AS 
“DOCTOR'S PR AMBASSADOR” 


The key role played by the physician’s medical 
assistant in creating good public relations is empha- 
sized in a new film now available for showings to 
medical societies and medical assistants groups. 

Entitled “First Contact,” the 26-minute dramatic 
color film shows the mistakes a new office assistant 
can make unless she is properly trained for her job 
and points out that medical assistants groups provide 
opportunities for increasing on-the-job efficiency. 

Dr. F. J. L. Blasingame, Executive Vice President 
of the American Medical Association, who appears in 
the film, says the medical assistant is a valuable ally 
in providing better patient care. Says Dr. Blasingame: 

“The medical assistant is the doctor’s public rela- 
tions ambassador—often she has first contact with the 
patient. Her understanding of good doctor-patient 
relations and her practice of the techniques that 
create good will are manifold in their value to her 
physician and the medical profession. 

“The professional medical assistant can make it 
possible for the doctor to concentrate his time on the 
scientific side of his practice.” 

In the film Dr. Blasingame comments on the growth 
of a new national organization, the American Asso- 
ciation of Medical Assistants, dedicated to educational 
improvement and medical profession cooperation. The 
AMA passed a resolution commending the aims and 
objectives of the AAMA in December, 1956. 

“First Contact” was premiered before 500 members 
of the American Association of Medical Assistants 
holding their third national convention in  Phila- 
delphia October 16. Prints of the 16 mm film are 
available to medical societies for showings through 
AMA’s Department of Medical Motion Pictures and 
Television and to medical assistants groups through 
the headquarters of the American Association of 
Medical Assistants in Chicago at 510 N. Dearborn 
Street. 


MEDICAL COLLEGE OF GEORGIA 
AND 
MEDICAL COLLEGE OF GEORGIA 
FOUNDATION, Ine. 
PRESENT 
A SHORT COURSE IN 

OBSTETRICAL COMPLICATIONS 

IN GENERAL PRACTICE 

MARCH 15, 16, 17, 1960 


$50 will be charged for the session. The full fee is 
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payable at the time of filing application for the 
course. 

This course is acceptable for 18 hours credit, Cate- 
gory 1, American Academy of General Practice. 


CLINICAL INVESTIGATIONS IN 
HYPERTENSION 
The cooperation of physicians is requested in a 
continuing study of various forms of hypertension 
being conducted by the Section on Experimental 
Therapeutics, National Heart Institute, at the Clinical 
Center, National Institutes of Health, Bethesda, 
Maryland. Of particular interest are patients having 
moderate to severe hypertension which is either 
primary or renal in origin. 
Physicians interested in referring such patients for 
study should write or telephone: 
Dr. Louis Gillespie, Jr. 
Section on Experimental Therapeutics 
National Heart Institute 
Bethesda, Maryland 
(OLiver 6-4000, Ext. 3175) 


PUBLIC HEALTH ASSOCIATION 


“Members of the South Carolina Public Health 
Association should start making their plans to attend 
next year’s 37th annual meeting in Myrtle Beach, but 
the acquiring of hotel reservations must wait,” Miss 
Elizabeth Davis, president, has announced. 

The Ocean Forest Hotel, headquarters for the three- 
day convention on May 12-14, 1960, has been in- 
structed to accept no reservations until March 1 and 
then they must be made on an official SCPHA 
reservation form in order to secure accommodations 
for the convention. These forms will be mailed out to 
each association member during the last week of 
February. 

Special room rates at the Ocean Forest Hotel have 
been secured for association members by the 
Arrangements Committee, according to Chairman 
H. C. MacFarlane. The convention rates, per room, 


Land side 

$18.00 
24.00 
31.00 


Ocean front 
$20.00 
26.00 
34.00 
The above rates include two meals— 
breakfast and dinner. 


Single occupancy 
Two in a room 
Three in a room 


In order to save convention-goers some inconveni- 
ence, Mr. MacFarlane pointed out that each individ- 
ual will be billed an additional $1.20 per day by the 
hotel in order to cover tips for dining room and maid 
service. 

“The hotel’s new management has gone all out to 
cooperate with us in every respect,” said Mr. Mac- 
Farlane. “They are turning the entire hotel over to us 
and are furnishing us at no extra cost the dining room, 
ball room and five meeting rooms which can be used 
for our section meetings. I feel sure that with the 
help we are receiving from all quarters, this will be 
one of the best meetings we have ever had.” 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 

16TH ANNUAL CLINICAL TOUR 

MARCH 7-10, 1960 
HOTEL ROOSEVELT 
And Will Be Followed By A 
WEST INDIES CRUISE 
Puerto Rico — Virgin Islands — Martinique 
Barbados — Trinidad — Curacao — Haiti 
MONOGRAPH PRIZES 
of the 
AMERICAN ACADEMY OF ARTS 
AND SCIENCES 
280 Newton St., Brookline Sta., Boston 46, Mass. 
THREE $1000 PRIZES 
To Be Awarded Annually To The Authors Of 
Unpublished Monographs — One Each In The 
Fields Of The 
. Humanities 
2. Social Sciences 
3. Physical and Biological Sciences 





a voice or a vote. 





The South Carolina Medical Association urges you to 


FIGHT FORAND 


Send a handwritten letter to your congressmen and any others who may have 
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PHARMACEUTICAL MANUFACTURERS 
ASSOCIATION 
STATEMENT OF PRINCIPLES OF ETHICAL 
DRUG PROMOTION 
(Passed by the P.M.A. Board of Directors, May 24, 
1958 ) 

WE, members of the Pharmaceutical Manufacturers 
Association, recognizing our responsibilities and ob- 
ligations to promote the public welfare and to main- 
tain honorable, fair, and friendly relations with the 
medical profession, with associated sciences, and with 
the public, do pledge ourselves to the following state- 
ment of principles: 

1. Prompt, complete, conservative and accurate in- 
formation concerning therapeutic agents shall be 
made available to the medical profession. 

. Any statement involved in product promotional 
communications must be supported by adequate 
and acceptable scientific evidence. Claims must not 
be stronger than such evidence warrants. Every 
effort must be made to avoid ambiguity and im- 
plied endorsements. Whenever market, statistical 
or background information or references to un- 
published literature or observations are used in 
promotional literature, the source must be avail- 
able to the physician upon request. 

3. Quotations from the medical literature cr from ihe 
personal communications of clinical investigators 
in promotional communciations must not change or 
distort the true meaning of the author. 

. If it is necessary to include comparisons of drugs 
in promotional communications, such comparisons 
must be used only when they are constructive to 
the physician and made on a sound professional 
and factual basis. Trademarks are private property 
that can be used legally only by or with the consent 
of owners of trademarks. 

5. The release to the lay public of information on the 
clinical use of a new drug or of a new use of an 
established drug prior to adequate clinical ac- 
ceptance and presentation to the medical profession 
is not in the best interests of the medical profes- 
sion or the layman. 

. All medical claims and assertions contained in pro- 
motional communications should have medical re- 
view prior to their release. 

. Any violation of these principles brought to the 
attention of the President of the Pharmaceutical 
Manufacturers Association shall be referred by 
him to the Board of Directors. 





DEATHS 





DR. C. H. WORKMAN 
Dr. Claude Henry Workman, 71, a practicing phy- 
sician for 45 years, died unexpectedly on November 
15 at his home in McCormick. 
He was born at Chappells, August 14, 1888 and 
was a graduate of Central Plains College, Texas, and 


was graduated from Emory University Medical Col- 
lege in 1914. He began practice in Chappells. He 
later moved to Troy where he lived for ten years. In 
1925 he moved to McCormick where he maintained 
a modern clinic. Dr. Workman was local surgeon of 
the C. & W. C. railroad, McCormick County phy- 
sician, and was formerly the doctor for the John de la 
Howe School. He was medical advisor for the local 
Selective Service Board. 

The soft spoken, genial spirited doctor was much 
beloved as a family physician, citizen, and personality. 
In August 1958 he was honored at a “Workman Day 
Celebration” by the citizens of McCormick and sur- 
rounding areas, for the faithful service he had 
rendered. 


DR. JAMES W. DAVIS 


Dr. James W. Davis, Clinton’s most beloved citizen, 
and a practicing physician there since 1896, died 
November 4 at Ponce de Leon Infirmary, Atlanta, 
where he had gone for cataract operations on his eyes. 

It was understood that Dr. Davis died on the 
operating table. 

Dr. Davis was in his 90th year. He was never 
married, and was the last surviving child of his pa- 
rents. 

He was born near Clinton, April 25, 1870 and was 
graduated from Presbyterian College (then Clinton 
College) in 1890, and taught school one year at 
Moffattsville, near Iva in Anderson County. He 
entered the Medical College of South Carolina in 
Charleston, graduating in 1895. He served one year 
as an intern at Charleston City Hospital (now Roper 
Hospital). In 1896 Dr. Davis returned to Clinton 
where he continued his practice since, though in late 
years in a somewhat limited way. 

Dr. Davis was named “Citizen of the Year” by the 
South Carolina Moose Association in 1957 and the 
award was a highlight of a three-day convention. 
Many other honors were bestowed upon him. 


CLINICAL CENTER STUDY OF 
CHONDROSARCOMA AND THYROID CANCER 


The cooperation of physicians in nearby areas is 
requested in studies of chondrosarcoma and of thy- 
roid cancer being conducted by the Radiation Branch 
of the National Cancer Institute in the Clinical Center 
of the National Institutes of Health, Bethesda, Mary- 
land. The primary purpose of the study is to de- 
termine the possible effects of large doses of radio- 
active Sulfur-35 on patients with inoperable but 
accessible (for biopsy) chondrosarcoma. 

Write to: 


Charles G. Zubrod, M. D. 
Clinical Director 

National Cancer Institute 
Bethesda 14, Maryland 
(OLiver 6-4000, Ext. 4246) 


38 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 














BOOK REVIEWS 








CLINICAL AUSCULTATION OF THE HEART. 
Samuel A. Levine, M. D., Sc.D. (Hon.), F.A.C.P., 
Clinical Professor of Medicine, Emeritus Harvard 
Medical School, and W. Proctor Harvey, M. D., 
Associate Professor of Medicine, Georgetown Univer- 
sity School of Medicine. W. B. Saunders Company, 
Philadelphia 1959. 657 pages. Price $11.00. 

This second edition of the new well known text- 
book on auscultation is, as its title implies, written 
entirely from the clinical standpoint by two clinicians 
who are pre-eminent in the field of auscultation. In 
pooling their experience they have produced a prac- 
tical and comprehensive treatise which most physi- 
cians who use a stethoscope will find well worth the 
reading. 

The book is divided into four parts: Heart Sounds, 
Cardiac Irregularities, Cardiac Murmurs, and Miscel- 
Auscultatory Findings. References and 
bibliography are omitted. Phonocardiographic illustra- 
tions are abundant and, for the most part, display 
well the features discussed in the text. One might 
like to see a few illustrations made with more ad- 
vanced methods of recording than the conventional 
phonocardiograph which has incorporated almost 
none of the electronic advances of the last two 


laneous 


decades but doubtless many years were required for 
the accumulation of such a wealth of tracings. 

The authors point out that, despite the fact that 
the stethoscope has been part of the doctor’s kit for 
one hundred and thirty years, “it is not being put to 
its best use by the medical profession,” and that in 
an age of constantly increasing costs of medical care 
physicians should “derive all possible help from such 
an inexpensive and expedient tool as the stethoscope.” 
Levine and Harvey’s “Clinical Auscultation of the 
Heart” is an excellent guide for getting the most out 
of the few minutes required for careful auscultatory 
examination. 

Dale Groom, M. D. 


Science and Psychoanalysis, Volume II, IN- 
DIVIDUAL AND FAMILIAL DYNAMICS. Jules H. 
Masserman, M. D., Editor. 214 pages—Grune & 
Stratton, Inc., New York 1959. 

This book is the second volume of the scientific 
meetings of the Academy of Psychoanalysis, 1958. In 
this volume the various authors continue to develop 
a clearer terminology and understanding of basic 
psychiatric syndromes. As in the case of the first 
volume, this work continues to place psychoanalysis 
and intensive psychotherapy in a setting of medical 
understanding that removes it from the realm of 
occultism. In this respect, this book is extremely 
valuable and helpful, not only to the psychoanalysts, 
psychotherapists, and psychiatrists, but to those in 
the medical profession who want to be assured that 
the roots of psychotherapy lie in scientific strata, and 
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not in some miasmic clouds of theoreticism. The two 
main sections of the book deal with two basic psy- 
chiatric syndromes, one, masochism, and two, a 
similar full discussion on the psychological forces in 
intra-family relationships. The underlying 
emotional pattern of masochism is discussed in a 
very fruitful way, much like the psychological forces 
in e. g. dependency. Earlier theories represent maso- 


basic, 


chism per se as a need for personal punishment, 
suffering, or expiation, in the same way that de- 
pendency used to be represented as a failure to take 
one’s own personal responsibility in various life 
situations. Masochism is clinically demonstrated in 
many forms other than the commonly conceived 
types, such as the sexual masochist, or the moral maso- 
chist. The patients who persistently do not seem to 
want to get well, the obsessively hypochondriacal 
patients, the “medical shoppers”, those with intense 
somatization of their emotional problems, are all in- 
cluded in this expanding practical concept of maso- 
chism. Therapeutic efforts can now be freed to re- 
late masochism to deeply personal difficulties and 
failures (Ego weakness, or self-contempt) experienced 
in such basic personality traits as feelings of un- 
worthiness or fear of any form of spontaneous self- 
expression. 

The second section of the book deals with various 
forms of experimental and clinical psychotherapy 
with various members of a family, one of whose 
members is the main patient. An interesting article 
on the principle of the reinforcing, intertwining and 
“feedback” factors in emotional disease, seen particu- 
larly in family relationships, is very enlightening. It 
emphasizes the tremendous importarice of not only 
knowing clearly about other significant family mem- 
bers, but particularly how unhealthy emotional 
forces, originally minor, grow into major disease pro- 
portions through constant distortion, coloring and 
misinterpretation. 

This book is highly recommended for its clarity, 
simplicity, and its depth of usefulness. 

Norton L. Williams, M. D. 

A WAY OF LIFE AND OTHER SELECTED 
WRITINGS OF SIR WILLIAM OSLER, Dover Pub- 
lications, Inc., New York, New York. Price $1.50. 

This review might be simplified by quotations from 

the Editor's Note: 
“These essays have been chosen by a Committee, 
with remarkable accord, to give the medical student 
a taste cf Osler. He will meet here not Osler the 
pathologist, not Osler the clinical professor, but Osler 
the essayist and historian. Yet in Osler these interests 
were not truant from true medicine itself, for he be- 
lieved that history and the knowledge of men were 
as much part of medicine as the latest technical de- 
vices and the knowledge of science. 

“When Osler first wrote his textbook, in the sphere 
cf treatment the age of reason had hardly started, 
though the age of faith had passed. The advances of 
these fifty years have eaten largely into the idea of 


39 








man healing man, and now committees cure diseases. 
Yet the ordinary man with his ordinary medical ills 
secks first a fellow human for advice and comfort as 
well as drugs. And so Osler the physician telling of 
his interests in the history of medicine and medical 
men, of his ideas about the doctor’s vocation, and of 
his love of books has still a part to play in the train- 
ing of doctors for the practice of the art.” 

And again, a quotation from the Introduction: 

“The passing of his centenary has seemed to be a 
fitting time at which to remind the English-speaking 
world of the significance of the life and writings of 
this great man by publishing a new selection of his 
essays. It is indeed to the English-speaking world, and 
not only to its doctors, that his message is addressed, 
for Osler was as great a humanist as he was a doctor. 
The sweep cf his mind and interests embraced every 
phase of human activity, and his example of how to 
live can inspire the lives of many others besides the 
younger members of his own profession.” 

When only recently this reviewer became aware of 
the fact that the present generation of medical stu- 
dents, or at least many of them, know little or nothing 
about Osler, and probably nothing or less about his 
writings, he wondered whether there was any way in 
which the writings could be brought to their atten- 
tion, and indeed of many of the present day doctors. 
This beok, handy, inexpensive, and well printed, 
might seem to be the answer to the need and might 
do much to save from neglect some of the remarkably 
fine writings for which Osler was well known. It is 
a book which any student can afford and one which 
would make a nice inexpensive present from some of 
his preceptors. Let us thank the publishers for a fine 
contribution. 


yIw 


Progress in Psychotherapy, Volume IV SOCIAL 
PSYCHOTHERAPY. Jules H. Masserman, M. D. and 
J. L. Moreno, M. D., Editors 347 pages. Grune & 
Stratton, New York 1959. Price $8.75. 

This book is another example of the continuing, 
successful attempts to provide the medical profession 
at-large with the source materials of psychiatry. All 
factors—individual, social, cultural, economic et al, 
with which all physicians, not only psychiatrists, must 
deal in the problems of mental and emotional health, 
are laid out in clear perspective. The only criticism 
for the book, perhaps, is the broad extent of coverage, 
not its content. However, I would consider this a 
minor defect, well-compensated by the fact that the 
articles are not too long and that one or two points 
of each article provides its substance. For example, 
in the article on the “Semantics of Psychotherapy”, 
psychotherapy as a medical discipline, not one 
primarily for psychologist or minister, is assured by 
its primary clinical use of unconscious forces and 
factors. In the article on “Science, Psychiatry, Re- 
ligion,” the position of psychotherapy is thoroughly 
exorcised from the stigma of self-sufficient humanism. 


The mystical-like experiences that take place in the 
individual during psychotherapy are related much 
more to an expanding experience, than to a mere 
reducing of one’s life to a few causal determining 
facts. There are other interesting articles on the 
changing patterns in mental and emotional disease 
syndromes, as the result of changing cultural patterns, 
provide material for a few articles. One particularly 
good article covers the problem of certain types of 
therapy for certain types of patients according to 
social class structure. Here the study revealed that 
there was a definite association between class position 
and being a psychiatric patient, and that the lower 
the class the greater the proportion of psychiatric 
patients. In other words, higher class or economic 
level does not necessarily provide for more adequate 
use of psychiatric facilities. This is contrary to the 
popular belitf that economic factors are responsible 
for the difficulty in getting psychiatric help. There 
are other current interests described adequately, such 
as use of drugs, extra-mural factors, such as the 
“Open-Door” policy in mental hospital, psychiatric 
family case work, 
pastoral workshops. 


rehabilitation procedures, and 


Finally, there is a global panorama of psychiatry 


as practiced in Middle and Far East. All in all, it 
is quite a fascinating survey, and one can read and 
learn from this book, like a tourist, without having 
to learn a whole new language, nor be subjected to 
foreign isms. 


Norton L. Williams, M. D. 


Ciba Foundation Symposium on CARCINOGENE- 
SIS. MECHANISMS OF ACTION. G. E. W. Wol- 
stenholme and Maeve O'Connor. Little, Brown and 
Company, Boston. xii + 336 p. 48 illustrations. $9.50. 

The names of the 23 participants in the Ciba Sym- 
posium on carcinogenesis held June 24-26, 1958 read 
like a list of who’s who in the field of the cause of 
malignant growths. Professor A. Haddow presided 
with a light but masterful hand, and he presented the 
role of metals and metal chelating in carcinogenesis. 
J. Furth presented mechanisms of virus action, I. 
Berenblum discussed skin tumors, O. Muhlbock and 
L. M. Bost hormones as carcinogens, I. and M. Biel- 
showsky alloxan-diabetic rats, H. Druckrey the phar- 
macology of carcinogenesis, and H. N. Green the 
immunological aspects of cancer. G. M. Bonser, J. W. 
Jull, and E. Boyland discussed the action of amines 
in the origin of bladder cancer, while H. S. Kaplan, 
A. C. Upton, and R. Latarjet pictured the latest find- 
ings in the induction of lymphomas and leukemia. 

The discussions which followed the formal presenta- 
tions of the papers brought into clear focus the fact 
that while there are many hypotheses of carcino- 
genesis, which are little more than the re-statements 
of the facts of experimental observation, that there is 
at present no theory of carcinogenesis. The fluctuating 
nature of current ideas offers an unparallel challenge 
to pursue both the empirical and the theoretical ap- 
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Underweight Children Gain and Retain Weight 
with Nilevar’ 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 
thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 

Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. G 
In this study, the weight gained was not lost 
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after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown, S.S.; Libo, H.W., and Nussbaum, A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘*Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 








proach to the baffling problems on the mechanisms of 
carcinogenesis. 


John R. Sampey 


MEDICINE, COACHING, AND .. 
The high school athlete 


Confluence of the medical and coaching roles in 
the treatment and reduction of athletic injuries was 
the subject of a symposium on “The High School 
Athlete” sponsored May 19 by the Florence School 
District One Board of Trustees and Coaching Staff. 

Six medical specialists from the Florence area de- 
scribed to the coaches attending the meeting from 
Marion, Dillon, 
Clarendon and Florence counties the steps to be taken 


Darlington, Horry, Williamsburg, 
in the care and treatment of injured high school ath- 
letes to prevent their injuries from becoming major 
or permanent. Treatment of knee, ankle and head in- 
juries; care of eyes and skin; the team physician and 
his importance to the coach and team; and coaching 
and conditioning to avoid injuries were discussed. 

Head football coach Warren Giese of the Univer- 
sity of South Carolina outlined for the high school 
coaches a physical conditioning program similar to the 
one used by his freshmen. It is designed to strengthen 
the athlete for his protection through stretching and 
weight-training (not to be confused with weight-lift- 
ing) exercises. 

Training rules should be few, valid, and purposeful 
and not restrict the normal activity of the athlete. 
Parents and the public should be informed about 
training regulations in order that they might help the 
player abide by them, Giese said. 

A coach should not work his team too hard in 
early-season practice. However, there should be no 
concern about overwork unless all the players’ weights 
start dropping uniformly. Drudgery in practice is un- 
favorable for team morale and can be eliminated by 
variation of drills. Mid-season work should go full 
speed because an athlete is less inclined to be injured 
in full-speed drills. The majority of scrimmage in- 
juries result from piling on, Giese pointed out. 

Injuries to knee ligaments, the ankles, and the head 
and their care and treatment by the coaching. staff 
were discussed respectively by Dr. George Dawson 
and Dr. Burr Piggott, orthopedic surgeons, and Dr. 
N. D. Ellis, surgeon. 

Severity of the damage to knee ligaments can be 
determined by comparison of the injured limb to the 
other and noting the contrasting appearance and 
mobility. Application of cold and compression should 
be made immediately to knee injuries with heat treat- 
ment being delayed for at least twenty-four hours 
following the impairment. 


In an injury where the ankle is driven to one side, 
the first twenty minutes before swelling and hemor- 
rhaging begin are the most important. If there is a 
fracture, the deformity should be reduced as quickly 
as possible and cold and compression applied. Heat 
should never be used in ankle injuries until at least 
forty-eight hours have elapsed. Novocain injections 
for pain relief during physical activity should be 
strictly avoided. Rest and elevation are recommended 
until there is no limp or pain, and the injured ankle 
should be strapped for all participation in physical 
activity for a year following recuperation. About half 
of all ankle damage could be prevented by strapping. 

An athlete should never be allowed to continue 
participation after even momentary unconsciousness 
resulting from a head injury without at least a twenty- 
four hour observation period by a physician. All symp- 
toms following a head injury, such as twitching and 
vomiting, should be noted by the coach and reported 
to the doctor in charge. Most athletic head injuries 
are concussion, or temporary loss of nerve impulses, 
and are not immediately fatal. 

Eye and skin care methods for high school athletes 
were outlined for the assembled coaches by Dr. L. D. 
Lide, opthalmologist, and Dr. George Smith, der- 
matologist. 

The use of glasses while participating in athletics 
shculd be restricted to lens which are plastic or 
shatterproof. Contact lens are excellent but should 
be worn at all times and not during athletic com- 
petition only. 

Skin care consists primarily of cleanliness and dry- 
ness with clean clothes and adequate drying after a 
shower. An athlete with severe acne or other bacterio- 
logical infections should never be allowed to partici- 
pate in sports which might endanger him with per- 
manent scarring. Face acne is not as dangerous as 
body spots which could possibly be rubbed by equip- 
ment. Dryness and a good powder are the best treat- 
ment for fungus growth. 

The importance of a cooperative system between 
coaches and team physicians was discussed by Dr. 
W. M. Hart, Florence High School team physician. 
The duty of the team physician is to treat all injuries 
and prevent minor ones from assuming major pro- 
portion through neglect. The coach and_ physician 
must work together at all times in the period of grad- 
ual rehabilitation, with the coach reporting all de- 
velopments to the physician. This spirit of cooperative 
treatment and observation reduces the calculated risk 
of injury and offers a better and safer sports program 
for the participants and the public. 

Officials at Florence have expressed hope that this 
type of meeting can be carried on there as an annual 
affair. 

From South Carolina Schools 
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